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Abstract 
 
Risk Factors of Eating Disorders and the Modern Orthodox Jewish Family 
by 
                                                    Susan D. Schmool 
Advisor: Marian Fish, Ph.D. 
 
Eating Disorders (EDs) are characterized by maladaptive attitudes, beliefs, and/or 
behaviors related to eating. Maladaptive behaviors can include restrictive eating, bingeing, 
purging, excessive exercising, and use of diuretics. Research has identified several characteristics 
within individuals that can be considered risk factors for the development of EDs including 
perfectionism, low self-esteem, elevated BMIs, affluence, and stressful life events. Several of 
these characteristics are very common in the Modern Orthodox Jewish community. Modern 
Orthodox Jewish female adolescents are a very unique and at-risk population in society. This 
population has a prevalence of EDs that is 50% higher than the general population (Baruchin, 
1998). Furthermore, research has shown that Jewish adolescents have slightly higher BMIs and 
higher rates of dieting and eating-disordered beliefs than their non-Jewish counterparts (Pinhas et 
al., 2008). 
Family systems theorists characterize EDs as developing in families with characteristics 
that are incompatible with the development of autonomy and with communication patterns in 
which the child with an ED preserves homeostasis in the family by preventing interpersonal 
problems from directly emerging by providing a single problem to focus on (Wechselblatt et al., 
2000). Modern Orthodox Jewish families are systemically and culturally “unique”. There are 
many distinct characteristics of Modern Orthodox families that may contribute to the higher 
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prevalence of EDs in this community, including family enmeshment, rigidity, and 
overprotectiveness. In addition, little research has been conducted on the influence of religion 
and the encompassing culture on EDs. Most of the research suggests a relationship between 
religiosity and the development and maintenance of EDs (Marsden, Karagianni, & Morgan, 
2007; Smith, Richards, & Maglio, 2004). As seen in prior studies reviewed above, the Modern 
Orthodox Jewish Community may be at higher risk for ED because their religion, culture, and 
family systems have been associated with risk factors that may lead to an ED. 
The current study aimed to explore the relationship of family and cultural variables as 
they relate to EDs in Modern Orthodox Jewish adolescents to aid in the development of primary 
interventions and treatment programs. A family systems model was used to better understand 
EDs in Modern Orthodox Jewish adolescents. Based on correlational analyses, several 
significant findings emerged. Higher levels of family dysfunction, especially poor 
communication and low family satisfaction, higher levels of parents’ concern with thinness, and 
low self-esteem were associated with elevated levels of disordered eating and the overall level of 
risk factors for EDs. Religiosity was not significantly associated with levels of disordered eating 
or the overall risk factors of EDs. Based on multiple regression analyses, several significant 
findings emerged as well. Parents’ concern with thinness, family enmeshment, and low self-
esteem were significant predictors of EDs in Modern Orthodox Jewish adolescents. Religiosity 
was not. In addition, self-perceptions of parents’ concern with thinness was significantly higher 
in Modern Orthodox Jewish adolescents than the general population. 
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CHAPTER I 
Introduction 
Eating disorders (EDs) have become a serious problem in the United States with 
approximately seven million women afflicted with EDs (Sussman, Truong, & Lim, 2007). 
According to Stice (2002), “eating disorders are one of the most common psychiatric problems 
faced by women and girls and are characterized by chronicity and relapse” (p. 825). Prevalence 
rates for EDs vary in the research, ranging from 3% of women (Patton, Coffey, & Sawyer, 2003) 
to 10% of adolescent girls (Stice, Presnell, Gau, & Shaw, 2007).  In addition, estimated mortality 
rates for EDs, particularly Anorexia Nervosa, are five percent, establishing EDs as one of the 
major contributors (along with substance abuse) to deaths caused by psychiatric disorders (Bulik, 
Reba, Siega-Riz, & Reichborn-Kjennerud, 2005). 
According to the most recent edition of the Diagnostic Statistical Manual of Mental 
Disorders (DSM-V) there are several types types of eating disorders, two of which are: Anorexia 
Nervosa (AN) and Bulimia Nervosa (BN) (APA, 2013). While the different types of EDs share 
some characteristics such as disordered eating and a preoccupation with weight, diagnostically 
they are separate disorders (APA, 2013). AN is further differentiated into Restrictive type, in 
which the intake of food is severely limited and Binge-Purge type, in which large amounts of 
food are taken in and then expelled using compensatory behaviors (e.g., self-induced vomiting, 
use of laxatives and/or diuretics) (APA, 2013). BN is further differentiated into Purging type, in 
which binges are followed by compensatory behaviors (e.g., self-induced vomiting, use of 
laxatives and/or diuretics) and Non-Purging type, in which binges are followed by fasting or 
excessive exercising (APA, 2013). Binges are defined as episodes in which the individual eats a 
very large amount of food in a short time, accompanied by a lack of control during the episode.  
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In the ED research, there are many risk factors associated with the etiology of EDs. Risk 
factors are defined as characteristics that are associated with an increase in the probability of a 
particular outcome (McKnight Investigators, 2003). Risk factors for EDs include low self-
esteem, body dissatisfaction, internalization of sociocultural attitudes, family enmeshment, 
affluence, excessive dieting, stressful life events, impairment of social skills, anxiety, elevated 
Body Mass Indexes (BMI), and social isolation (Chiodo, 1989; Cordero & Israel, 2009; Shisslak 
et al., 1987; Sussman et al., 2007; Talleyrand, 2010). 
Although Eating Disorders are affected by cultural influences, the majority of research on 
EDs has been conducted with White Westernized women (Osvold & Sodowsky, 1993). It has 
long been assumed that EDs were culturally bound and specific to White Westernized cultures; 
however, with recent cultural changes in the world, including immigration, worldwide media, 
and exposure to Western influences, the prevalence of EDs is changing and is no longer as 
culturally bound (Sussman et al., 2007). Research has shown that symptoms of eating disorders 
present differently across different cultural groups, for example; African-American women are 
believed to develop eating disorders later in life than white women. The later development of 
EDs in African-American women may be due to shorter adolescence and high achievement goals 
(Kempa & Thomas, 2000), and non-Caucasian women with EDs tend to engage in binge-purge 
behaviors more frequently than Caucasian women with EDs (Allegria et al., 2007). In addition, 
common risk factors associated with eating disorders in White women like body dissatisfaction, 
low self-esteem, high family cohesion, and rigidity are not universal across different cultural 
groups (Soh et al., 2006). 
In addition to cultural influences, family structure and relationships are critical factors to 
consider when examining EDs as they develop within sociocultural and familial contexts 
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(Killian, 1994). Family systems theorists characterize EDs as developing in families with 
characteristics that are incompatible with the development of autonomy, such as enmeshment 
and rigidity, and with communication patterns in which the child with ED preserves homeostasis 
in the family by preventing interpersonal problems from directly emerging by providing a single 
problem to focus on (Wechselblatt et al., 2000). 
Studies have shown that there is a higher prevalence of EDs in American women with a 
Jewish background (Latzer, Witzum, & Stein, 2008; Pinhas, Heinman, Bryden, Bradley, & 
Toner, 2008) compared to the general population.  Furthermore in the Modern Orthodox Jewish 
Community in New York the prevalence of EDs is 50% higher than that which is reported in the 
general American population, affecting 1 out of 19 girls (Baruchin, 1998). Modern Orthodox 
refers to a branch of Judaism in which members accept the 613 commandments of the Torah (the 
Hebrew Bible of Divine origin) and the Talmudic interpretations of these commandments 
(Rosmarin, Pirutinsky, Pargament, & Krumrei, 2009; Schnall, 2006). There are many distinct 
cultural (e.g., gender roles and thin body ideal) and familial (e.g. enmeshment, rigidity, 
overprotectiveness) characteristics of Modern Orthodox families that may contribute to the 
higher prevalence of EDs in this community (Wieselberg, 1992). The aim of this study is to 
examine the cultural and familial risk factors for EDs and their relationship within the Modern 
Orthodox Jewish community using exploratory correlational analyses. 
Research Questions 
1. Is there a relationship between family functioning of Modern Orthodox Jewish families and 
EDs in Modern Orthodox Jewish female adolescents? 
2. Do Modern Orthodox Jewish adolescent girls perceive more concern from their parents 
regarding their body weight? 
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3. What are the risk factors associated with EDs in Modern Orthodox Jewish female adolescents 
including family functioning, cultural, and individual? 
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CHAPTER II 
Literature Review 
This chapter presents an overview of previous research related to EDs, including 
definitions of EDs, diagnostic criteria, prevalence rates, risk factors, the effects of culture, the 
prevalence of EDs in the Modern Orthodox Jewish Community in New York, and the influence 
of family systems theory and social psychology theory on the development of ED. The chapter 
will conclude with the rationale and hypotheses for the current study. 
Eating Disorders 
Eating Disorders affect an estimated seven million women in the United States (Sussman, 
Truong, & Lim, 2007). According to research, prevalence rates for EDs range from 3% of 
women (Patton, Coffey, & Sawyer, 2003) to 10% of adolescent girls (Stice, Presnell, Gau, & 
Shaw, 2007). Ten percent of clinical ED cases are male, however, prevalence rates of EDs in 
men are believed to be underreported and higher (Robinson, Mountford, & Sperlinger, 2012). 
Mortality rates for EDs are estimated at 5%, with Anorexia Nervosa (AN) having the highest rate 
(Bulik, Reba, Siega-Riz, & Reichborn-Kjennerud, 2005). Recovery rates for EDs range from 
40% (Steinhausen, 2002) to 70% (Halvorsen, Anderson, & Heyerdahl, 2005; Steinhausen, 
Boyadjieva, Grigoroiu-Serbanescu, & Neumrker, 2003). However, it is difficult to differentiate 
between recovery and remission from EDs due to high relapse rates and a lack of clearly defined 
criteria for recovery (Yackobovitch-Gavan et al., 2009). EDs are frequently comorbid with 
affective disorders, anxiety disorders, Obsessive-Compulsive Disorder (OCD), phobias, 
substance abuse, and personality disorders including but not limited to Borderline Personality 
Disorder (Bowers, Evans, LeGrange, & Andersen, 2006; Chiodo, 1989; Halvorsen et al., 2005; 
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Shisslak, Crago, Neal, & Swain, 1987; Steinhausen, 2002). Research has shown that higher rates 
of comorbid psychiatric disorders are significantly correlated with a poorer prognosis for EDs 
(Yackobovitch-Gavan, et al., 2009). In comparison to the most common psychiatric disorders, 
EDs have the highest rates of hospitalizations, suicide attempts, mortality, and treatment seeking 
(Stice, 2002). In addition, body dissatisfaction and extreme weight control behaviors are 
correlated with suicidal ideation and suicidal behavior (Crow, Eisenberg, Story, Neumark-
Sztainer, 2008). 
DSM-V Diagnostic Criteria 
According to the most recent edition of the Diagnostic Statistical Manual of Mental 
Disorders (DSM-V) there are several types of eating disorders, two of which are: Anorexia 
Nervosa (AN), in which the individual restricts the intake of food and may or may not regularly 
engage in binging or purging and Bulimia Nervosa (BN), which is characterized by recurrent 
episodes of binge eating (eating a very large amount of food in a short time, accompanied by a 
lack of control during the binge) followed by purging  (APA, 2013). Although the different types 
of EDs share some characteristics such as disordered eating and a preoccupation with weight, 
diagnostically they are separate disorders (APA, 2013). AN is further differentiated into 
Restrictive type, in which the intake of food is severely limited and Binge-Eating/Purging type, 
in which large amounts of food are taken in and then expelled using compensatory behaviors 
(e.g. self-induced vomiting, use of laxatives and/or diuretics) (APA, 2013). BN is further 
differentiated into Purging type, in which binges are followed by compensatory behaviors (e.g. 
self-induced vomiting, use of laxatives and/or diuretics) and Non-Purging type, in which binges 
are followed by fasting or excessive exercising (APA, 2013). Binges are defined as episodes in 
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which the individual eats a very large amount of food in a short time, accompanied by a lack of 
control during the episode.  
The diagnostic criteria for EDs was changed in the DSM-V to reduce the frequency of 
Eating Disorder Not Otherwise Specified (EDNOS) diagnoses. Eating disorders previously 
diagnosable as EDNOS, according to the DSM-IV-TR, are now diagnosable in separate stand 
alone categories including Binge Eating Disorder (BED), Avoidant/Restrictive Food Intake 
Disorder, Other Specified Feeding or Eating Disorder (OSFED), and Unspecified Feeding or 
Eating Disorder, according to the DSM-V. In addition, diagnostic criteria for AN and BN in the 
DSM-V were changed to encompass disorders that were previously diagnosable as EDNOS 
according to DSM-IV-TR (Allen, Byrne, Oddy, & Crosby, 2013). 
The diagnostic criteria of the DSM-V for Anorexia Nervosa (AN) include: 
o The individual’s behavior indicates an intense fear of gaining weight or becoming fat 
(even if self-reported cognitions do not concur). 
o The individual maintains a “significantly low” body weight that is “less than minimally 
normal” for an adult or “less than minimally expected” for a child. 
o Individuals with anorexia have a distorted body image, meaning they deny the 
seriousness of their low body weight or they place too much influence on their body 
weight in self-evaluations (even if self-reported cognitions do not concur). 
Diagnostic criteria of the DSM-V for Bulimia Nervosa (BN) include: 
o Recurrent episodes of binge eating, which are characterized by eating a very 
large amount of food in a short time (e.g. two hours), accompanied by a lack of 
control during the binge. 
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o Binges are followed by inappropriate compensatory behaviors to prevent weight 
gain such as vomiting and use of laxatives (the purging type of bulimia) or 
fasting and excessive exercise (non purging type of BN). 
o The binges have to occur at least once weekly for three months.  
o Self-evaluation is influenced by weight and body shape.  
o The binges cannot occur only within episodes of anorexia for a diagnosis of BN.  
AN and BN most often begin during adolescence and young adulthood and onset prior to 
puberty or after age 40 is rare (APA, 2013). There is diagnostic crossover from BN to AN in 10-
15% of cases, and within these cases it is common for the crossover to occur several times (APA, 
2013). 
Kerig and Wenar (2006) describe characteristics and developmental factors associated 
with AN and BN (see Table 1).  
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Table 1  
Characteristics of AN and BN 
Characteristics Anorexia Nervosa Bulimia Nervosa 
Individual 
Characteristics 
• Anxious  
• Critical of self 
• Perfectionism 
• Quiet & withdrawn 
• Desexualize themselves  
• Like feeling of lightness  
• Difficulty discriminating internal 
states  
• Rigidity  
• Exert the only power they can – 
control over what they eat, 
self-starving when others cannot 
makes them feel powerful and 
invulnerable 
• Anxious  
• Critical of self 
• Perfectionism 
• Outgoing & social 
• Frequently sexually promiscuous 
• Need for approval 
• Low self-esteem 
• Unrealistic expectancies & 
inaccurate conceptions of food & 
eating 
Age of Onset Two Peaks: 14 & 18, coinciding with 
transition in and out of adolescence 
18 
Gender Much more prevalent in females, 1% male 10 – 15% male 
Co-morbidity Depression and anxiety disorders 
(especially OCD) 
Depression and anxiety disorders  
Family 
Characteristics 
• Enmeshment 
• Rigidity 
•  Overprotectiveness  
• Lack of conflict resolution 
• Often have high power and 
controlling parents who place an 
emphasis on appearance and 
thinness 
• Enmeshment  
• Rigidity 
• Family discord- conflict & 
hostility 
• History of psychological 
problems or substance abuse 
Physical 
Characteristics 
Low body weight; can lead to death; often 
engage in excessive activity like sports or 
exercise; genetic, neurochemical, and 
endocrine influences 
Do not need to maintain low body weight 
Societal Influences Linked to Western Ideal of thinness  Linked to Western Ideal of thinness 
Motivation to change • Egosyntonic 
•  Individuals are pleased by the 
behaviors, it fits their sense of self 
• Very difficult to motivate them to 
stop 
• Egodystonic 
• Individuals recognize the 
problems with their behavior 
• Individuals are motivated to 
change 
Outcomes The earlier the onset of anorexia, the more 
serious the consequences; tends to occur 
over a lifetime 
Outcomes for BN are much more 
promising – success rates of treatment are 
much higher 
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As described in DSM-V, AN is a specific type of ED, which is characterized by an 
attempt to lose significant weight through restrictive eating, which may be accompanied by 
purging, compulsive exercise, or abuse of laxatives and diuretics (Bowers, Evans, Grange, & 
Anderson, 2006). There are many theories about the origins of this behavior, including analytic, 
systemic, cognitive behavioral, and psychodynamic. Individuals with AN have a profound fear 
of fat and gaining weight and they overvalue the ideal of thinness (Shisslak, et al., 1987). 
According to Soh, Touyz, and Surgenor (2006), “AN may be considered a disorder originating 
from control issues, such as lack of control over the individual’s life and emotions, a fight or 
extreme need for self-control, or control within a family setting” (p. 61). Osvold and Sodowsky 
(1993) describe a psychological distinction of AN as, “the inability to identify one’s own 
feelings and a profound sense of ineffectiveness that the women try to compensate for through 
strict control of their weight” (p. 144). The long-term outcomes for individuals diagnosed with 
AN are alarming. According to Steinhausen (2002), less than 50% completely recover, 20% will 
remain chronically ill, and one third will improve. In addition, 25% will die prematurely due to 
AN related complications, including heart problems and suicide (Crow et al., 2009). 
BN is a specific type of ED, which is characterized by binge eating followed by 
compensatory behaviors to purge the body of the food consumed during the binge. 
Compensatory behaviors are behaviors, which are engaged in when the individual with ED 
believes he/she has eaten too much food. Compensatory behaviors can include but are not 
limited to self-induced vomiting, use of diuretics and/or laxatives, and fasting (APA, 2013; 
Chiodo, 1989). Theoretical explanations for BN vary as well. Binges are often followed by 
feelings of guilt, self-disgust, and/or depression (Killian, 1994). According to Bowers et al. 
(2006), cognitive behavioral models for BN suggest that individuals with BN, “believe their 
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shape and weight are of such fundamental importance that both must be kept under strict 
control”  (p. 249). Long-term outcomes for BN are more promising than for AN with recovery 
rates ranging from 35% to 75%; however, approximately 33% will relapse within three years 
(Evans et al., 2005). Furthermore, according to Crow et al. (2009), mortality rates for BN are 
rising and are at approximately 3.9%.  
Both AN and BN are manifestations of problems with consumption – serving the purpose 
of emotional and mood regulation. Individuals are trying to manipulate mood through 
consumption. According to Dalzell (2000), individuals with EDs use food to satisfy emotional 
needs and engage in concealment and denial because, “the emotions are secret, and the disorder 
itself is a hidden disclosure of inner distress” (p. 46). Furthermore, “An ED may be a way to 
express feelings, particularly anger, and establish psychological space” (Dalzell, 2000, p. 53). In 
addition, AN has been characterized as, “a maladaptive search for autonomy and self-mastery” 
(Wechselblatt, Gurnick, & Simon, 2000, p.92). In their search for identity girls with EDs 
measure their self-worth in terms of others’ reactions and their appearance, a practice, which is 
learned in family interactions (Dalzell, 2000). 
Many theoretical approaches try to explain the etiology of EDs. The Family Systems 
approach posits that EDs develop as a means to avoid conflict in the family or as a stabilizing 
mechanism to direct the family focus away from potential conflict and towards the ED (Harding 
& Lachenmeyer, 1986; Minuchin et al., 1978). Psychodynamic theorists characterize the 
psychopathology of EDs as a breakdown of the separation and individuation process from the 
parental figures, especially mothers from daughters (Latzer, Hochdorf, Bachar, & Canetti, 2002; 
Wechselblatt et al., 2000). Attachment theorists, who believe that insecure attachments lead to 
conflict and avoidance issues resulting in emotional problems, characterize EDs as developing as 
 	  
	  
12 
a result of the individual attempting to divert attention from attachment concerns to external and 
attainable goals – the need for control and as a coping mechanism for internal conflict (Latzer et 
al., 2002; Wechselblatt et al., 2000). Furthermore, research has indicated that attachment styles 
of individuals with EDs are less secure, more avoidant, and anxious than controls (Latzer et al., 
2002; Wechselblatt et al., 2000). Cognitive theorists stress the influence of self-esteem deficits 
on the development of EDs (Wechseblatt et al., 2000). According to cognitive theorists, 
individuals with EDs engage in cognitive distortions and believe that they are ineffective, 
incompetent, and have an external locus of control (Wechseblatt et al., 2000). The author chose a 
Systems model to better understand the development of EDs in a community in which family 
enmeshment, rigidity, and overprotectiveness, sources of family dysfunction are highly 
prevalent. 
Risk factors. There are many factors associated with EDs, including individual 
characteristics, familial characteristics, societal and cultural influences, genetics, and 
psychological characteristics. According to the McKnight Investigators (2003), a risk factor is 
defined as, “A characteristic, experience or event that, if present, is associated with an increase in 
the probability (risk) of a particular outcome in the general (unexposed) population ” (p. 248). 
According to research results, risk factors for EDs include perfectionism, negative self-
evaluation (which is interchangeable with low self-esteem throughout the research), body 
dissatisfaction, internalization of sociocultural attitudes, family enmeshment, affluence, 
excessive dieting, stressful life events, impairment of social skills, anxiety, elevated BMIs, and 
social isolation (Chiodo, 1989; Cordero & Israel, 2009; Shisslak et al., 1987; Sussman et al., 
2007; Talleyrand, 2010). There is little research on the interactions among risk factors (Stice, 
2002). 
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Individual Characteristics  
Research has identified several characteristics within individuals that can be considered 
risk factors for the development of EDs including, perfectionism, low self-esteem, elevated 
BMIs, affluence, and stressful life events. Additionally, Harding and Lachenmeyer (1986) found 
that individuals with EDs were significantly more external in their locus of control orientation 
than individuals in control groups, indicating a sense of personal ineffectiveness and 
powerlessness for those with EDs. 
Perfectionism. Perfectionism is a personality characteristic that is very common to 
individuals with EDs (Chiodo, 1989; Cordero & Israel, 2009; Fairburn, Cooper, Doll, & Welch, 
1999; Marsden, Kargiaanni, & Morgan, 2007; Pearson & Rivers, 2006; Pike et al., 2008; Stice, 
2002). Perfectionism is a personality trait in which the individual strives to be perfect in 
everything he/she does and has difficulty feeling satisfaction with anything that does not meet 
her/his stringent self-imposed standards. Perfectionism may be a risk factor for EDs because it 
perpetuates an unattainable pursuit of the thin ideal (Stice, 2002). In addition, research has 
indicated that perfectionism is a maintenance factor for EDs as it promotes excessive dieting and 
helps maintain the binge-purge cycle (Stice, 2002). Furthermore, there is evidence that 
perfectionism may interact with other risk factors as predictors of EDs (Stice, 2002). 
Self-esteem. According to Aronson and Aronson (2012), self-esteem can be defined as, 
“people’s evaluations of their own worth – that is, the extent to which they view themselves as 
good, competent, and decent” (p. 436). Low self-esteem is one of the most common personality 
characteristics associated with EDs (Fairburn, Cooper, Doll, &Welch, 1999; Pearson & Rivers, 
2006). Self-esteem deficits prevalent in EDs include cognitive beliefs of ineffectiveness, 
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incompetence, and vulnerability to external locus of control (Wechselblatt, Gurnick, & Simon, 
2000).  
Numerous research studies have identified self-esteem as an important risk factor in the 
development of EDs (Chiodo, 1989; Cordero & Israel, 2009; Marsden, Kargiaanni, & Morgan, 
2007; Shisslak et al., 1987). In a case-control comparative study of risk factors for EDs, 
Fairburn, Cooper, Doll, and Welch (1999) compared four groups of women (ages 16 – 35 years), 
assessing them for a broad range of risk factors associated with ED. One group consisted of 
women with a history of AN (n = 67), the second group was a healthy control group (n= 204), 
the third group consisted of women with other psychiatric disorders (n = 102), and the last group 
consisted of women with BN (n = 102). All the women were given the Eating Disorder 
Examination (EDE), a Structured Clinical Interview for DSM-III-R, and the Parental Bonding 
Instrument. When comparing the two control groups with the AN group, no significant 
differences were found regarding exposure to dieting vulnerability factors (including family 
dieting, parental eating disorders, and adverse comments from family members regarding weight, 
eating, or appearance); however, differences were found within childhood characteristics. For 
subjects with AN, negative self-evaluation and perfectionism were significantly more common. 
When comparing the BN group to the control groups, dieting vulnerability factors were more 
common in the BN group. When comparing the AN and BN groups, childhood obesity, parental 
obesity, and early menarche were more influential risk factors for the development of BN, while 
perfectionism, negative self-evaluation, parental eating disorders, family dieting, and adverse 
comments from family members regarding eating, appearance, or weight were more influential 
in the development of AN.  
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Body Mass Index (BMI). Elevated Body Mass Index (BMI) (Stice, 2002) is another 
individual characteristic that research has indicated is a risk factor for EDs. BMI is calculated 
using the height and weight of an individual. The formula for calculating BMI is weight/height 
squared (Crow, Eisenberg, Story, & Neumark-Sztainer, 2008). According to the Center for 
Disease Control, underweight is classified as below the 15th BMI percentile, average weight is 
classified as 15-85th BMI percentile, moderately overweight is classified as 85-95th BMI 
percentile, and very overweight is classified as over 95th BMI percentile (Crow et al., 2008). 
Research has shown that elevated BMIs are significant risk factors for EDs and obesity (Haines 
& Neumark-Sztainer, 2006). Furthermore, lower BMIs contribute to remission of EDs, 
specifically AN (Bulik et al., 2006; Yackobovitch-Gavan et al., 2009). According to Vaughn, 
Sacco, and Beckstead (2008), racial/ethnic differences in BMI are explained by sociocultural 
differences in standards of appearance, including an internalization of the thin ideal and the 
perception that thinness brings happiness in Caucasian women, resulting in dieting and 
subsequently lower BMIs. In a meta-analytic review of risk and maintenance factors for EDs, 
Stice (2002) indicated that an elevated BMI is a risk factor for body dissatisfaction, perceived 
pressure for thinness, and dieting, all of which are common risk factors for EDs. 
Affluence. EDs are more prevalent in female adolescents from middle to upper 
socioeconomic status (SES) (French & Jeffrey, 1994; Shisslak & Crago, 1987). However, 
according to Bryla (2003) differences in prevalence of EDs among low to high SES are no longer 
significant. Other researchers have indicated that EDs are still more prevalent in Western 
cultures among the middle and upper classes; however, they continue to rise in lower SES and 
ethnic groups (Latzer, Vander, & Gilat, 2008). 
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Stressful life events. According to Pike et al. (2009), the research regarding stressful life 
events as risk factors for EDs varies with some studies indicating an increase in stressful life 
events in the year preceding the development of EDs, while other studies do not indicate any 
increase. However, research has shown that specific types and severe life events (e.g., the loss of 
a parent or sibling) do serve as proximal triggers for the onset of EDs (Pike et al., 2009). 
Family Systems Theory 
Family structure and relationships are also critical factors to consider when examining 
EDs as “anorexia and bulimia develop within familial and sociocultural contexts” (Killian, 1994, 
p. 315). The basic assumption of Family System models is that current family system functioning 
maintains maladaptive and symptomatic behaviors in the family and individual family members. 
Furthermore, maladaptive patterns of family interactions need to be changed in order to 
implement and maintain effective interventions to diminish symptomatic behavior (Olson & 
Gorall, 2003). Family functioning is associated with both family and individual member 
outcomes. Family System models are effective in planning assessment-based treatment for 
dysfunctional families.  
Another assumption of Family Systems Theory is that all families have a unique 
hierarchical structure, which is organized into subsystems with boundaries (Walsh, 2012b). 
Family structure affects family transactions and repeated transactions result in expectations and 
enduring patterns (Walsh, 2012a). Furthermore, family structure and expectations are integral in 
establishing family rules. The family structure is differentiated into subsystems, which can be 
based on gender, age, or function (Walsh, 2012b). Subsystems are characterized by boundaries, 
which are barriers that regulate contact with other family members. Boundaries vary from rigid 
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to diffuse. Rigid boundaries are very restrictive and result in disengagement (in which 
subsystems are independent and isolated). Diffuse boundaries are very fluid, without clear 
demarcations, and result in enmeshment (in which subsystems are overly close and lack 
independence). Clear boundaries enable effective interactions while maintaining appropriate 
separations between subsystems. Families can have several subsystems, some of which may be 
maladaptive. A cross-generational subsystem is a maladaptive subsystem, in which the parent (or 
grandparent) forms a subsystem with the child, which can result in family dysfunction (Walsh, 
2012a). In addition, in the face of stress, an unstable two-person subsystem (such as the parental 
subsystem) can triangulate a third person (their child) or object (their job) to stabilize the 
subsystem and relieve anxiety. However, this practice is maladaptive and impedes resolution of 
the problem. Another assumption of Family Systems Theory is the desire of family members to 
preserve family homeostasis. Homeostasis is equilibrium in the family system, which is resistant 
to change. Family interactions, rules, and behavior are engaged in to maintain homeostasis 
(Walsh, 2012a). 
In a family systems model, such as the Circumplex Model of Family Functioning (Olson 
& Gorall, 2003), family dimensions including, cohesion, flexibility, communication, and 
satisfaction, are essential to family functioning. Cohesion is the emotional bonding that family 
members feel toward one another. Family cohesion can range from disengaged/disconnected, to 
somewhat connected, to connected, to very connected, to enmeshed/overly connected, with 
midrange representing optimal family functioning. Flexibility represents the amount of change 
that occurs in family leadership, role relationships, and relationship rules. Flexibility 
demonstrates how the family system balances stability and change. Family flexibility can range 
from rigid/inflexible, to somewhat flexible, to flexible, to very flexible, to chaotic/overly 
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flexible, with midrange representing optimal family functioning. Levels of cohesion and 
flexibility will modify in adaptive families across the family life cycle according to 
developmental changes and situational stress. Adaptability is necessary to maintain effective 
family functioning. 
The quality of family communication is considered essential for facilitation of changes in 
levels of family cohesion and flexibility as necessitated by developmental or contextual 
demands. Family communication is measured according to listening skills, speaking skills, self-
disclosure, clarity of meaning, respect, empathy, regard, and attentive listening. Satisfaction 
refers to satisfaction with current family functioning. The Circumplex Model of Family 
Functioning (Olson & Gorall, 2003) was developed to improve family research, clinical 
assessment, treatment planning, and outcome effectiveness. 
According to Olson and Gorall (2003), characteristics of unbalanced family systems 
include: rigidity, overly flexible (chaotic), enmeshment, disconnectedness (characterized as a 
continuum with the extremes being maladaptive), poor communication, and over protectiveness. 
In addition, “moderate levels of both cohesion and flexibility are most conducive to adequate 
family functioning, and very high or very low levels of either cohesion or flexibility are 
correlated with problematic family functioning” (Gorall & Olson, 1995, p. 220). Unbalanced 
families will have difficulty functioning adaptively across the life cycle of a family. According to 
Gorall and Olson (1995), every family must be examined as a unique system and assessed and 
treated according to its unique context and relational dynamics. Walsh and Olson (1989) describe 
enmeshed families as characterized by extreme emotional closeness, family closeness, and 
compliance. In enmeshed families, individual members’ needs are set aside, members are highly 
emotionally dependent and reactive to other members, boundaries are not clearly demarcated, 
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there is little autonomy, and attention is focused within the family at the expense of outside 
friendships or interests (Walsh & Olson, 1989). Rigid families are characterized by highly 
controlling parents, autocratic discipline, strict consequences, limited negotiation, strictly defined 
and inflexible family roles, and unbending family rules (Walsh & Olson, 1989). These family 
characteristics prevent the possibility of adaptive changes based on changing contextual demands 
across the life cycle of the family. Chaotic families are characterized by a lack of structure and 
order, unpredictable interactions, unstable leadership, impulsive decision-making, ambiguous 
and changing family rules and roles, and crisis-proneness (Walsh & Olson, 1989). 
Prior research has indicated that familial characteristics play a major role in the etiology 
of EDs. It is very common for individuals with EDs to indicate chronic problems in their families 
of origin (Marsden, Kargiaanni, & Morgan, 2007). Family systems theorists characterize EDs as 
developing in families with characteristics that are incompatible with the development of 
autonomy and with communication patterns in which the child with an ED preserves 
homeostasis in the family by preventing interpersonal problems from directly emerging by 
providing a single problem to focus on (Wechselblatt et al., 2000). Research has shown that 
women with EDs rate their families as rigid and their fathers (not mothers) as overprotective 
more than controls (Killian, 1994). Furthermore, clinicians working with families that are 
affected by ED report maladaptive parent-child coalitions (indicating family enmeshment) and 
blurred generational boundaries (Killian, 1994). According to Robin, Bedway, Siegel, and Gilroy 
(1996), anorectic families typically deny or minimize the severity of AN and characteristically 
avoid open conflict.  
Minuchin and colleagues (1978) describe four types of psychosomatic family systems in 
which transactional family characteristics lead to a family organization, which overemphasizes 
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psychopathology and lacks dynamic variability. Psychosomatic family systems include: 
enmeshed, rigid, overprotective, and lacking conflict resolution. Minuchin et al. (1978) 
characterized EDs as a manifestation of psychosomatic family dysfunction. According to Kog, 
Vandereycken, and Vertommen (1985), dysfunction in psychosomatic family systems occurs on 
a continuum with enmeshment being one extreme of the intensity of intrafamilial boundaries in 
which family conformity is stressed, while disengagement is the other extreme of intrafamilial 
boundary dysfunction. In psychosomatic families dysfunction occurs in adaptability as well, with 
rigidity as the extreme end of family adaptability, in which there is little adaptability or change 
while chaotic is the other extreme of family adaptability dysfunction (Kog et al., 1985). 
Avoidance of intrafamilial conflict is also characteristic of psychosomatic families with 
overprotectiveness as the extreme pole of avoidance of intrafamilial conflict, and lack of conflict 
resolution being a maladaptive way of handling family conflict (Kog et al., 1985). Fosson, 
Knibs, Bryant-Waugh, and Lask (1987), found that enmeshment, inability to resolve conflicts, 
and poor communication are characteristic of families with anorexic daughters. Rowa, Kerig, 
and Geller (2001) also found enmeshment in the parent/child relationship of girls with AN.  
While research has not consistently supported Minuchin’s theories of psychosomatic families, 
research has shown consistently that families with a member with an ED display conflict and 
dysfunctional communication patterns (Kog & Vandereycken, 1988). 
According to Dalzell (2000), parents of individuals with EDs are achievement oriented, 
promote traditional familial roles, expect compliance from their children, and often engage in 
avoidance and denial in familial interactions. Often in these families loyalty, family tradition, 
and self-sacrifice for the benefit of the family are highly valued while honest communication, 
individual feelings and emotional needs are limited (Dalzell, 2000). Furthermore, parents who 
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model weight concern and excessive dieting and encourage weight control influence their 
daughters to engage in similar behaviors (Thelen & Cormier, 1995). Root, Fallon, and Friedrich 
(1986) describe three types of family systems in which EDs are prevalent: the perfect family, the 
overprotective family, and the chaotic family. In the perfect family sociocultural norms of status 
and acceptability are paramount. The perfect family maintains appearance, reputation, family 
identity, and is achievement oriented. Furthermore, family affection may be provisional upon 
compliance with these ideals. The overprotective family is comparable to the enmeshed family 
described in ED literature. Overprotective families are characterized by interpersonal closeness 
and over involvement and a lack of individuality and independence. Individual needs are 
subsumed by family needs and the maintenance of family harmony. Furthermore, EDs may 
develop as an attempt to divert family conflict. According to Dalzell (2000), “overprotection 
results in a lack of personal space, inhibits age-appropriate independence, and diminishes self-
confidence” (p. 53). Chaotic families are characterized by parental neglect, victimization of 
family members, and anger (Root et al., 1986). In chaotic families children are expected to 
maintain appearances and family discord is kept secret. In chaotic families EDs may develop as a 
source of comfort, to create predictability, or to gain parental attention (Dalzell, 2000).  
In a recent case-control study of the risk factors for ED, Pike et al. (2009) administered 
the Oxford Risk Factor Interview (RFI), an abbreviated version of the EDE, the Parental 
Bonding Instrument (PBI), and a Structured Clinical Interview for the DSM-IV to three groups 
of women aged 18 – 40 years. The three groups consisted of 50 women diagnosed with AN, 50 
women diagnosed with non-eating disorder DSM-IV psychiatric diagnoses (including mood 
disorders, substance abuse and anxiety disorders), and 50 women with no psychiatric diagnosis. 
Each woman from the two control groups was yoked to a participant in the AN group by age (+/- 
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2 years). All participants were Caucasian. The RFI assesses biological, psychological, and social 
risk factors for the development of eating disorders using a five-point rating scale and accounts 
for bias that occurs with retrospective reporting. Measures of parental control, overprotection, 
and low care were used from the PBI. Results indicated risk factors for psychopathology in 
general included negative affectivity, parenting problems, family discord, parental mood and 
substance disorder, and physical and sexual abuse. Severe risk factors that emerged associated 
with AN were perfectionism, negative affectivity, family discord, and high parental demands. 
Adverse comments about weight, shape, or eating from family members emerged as triggers for 
AN. In addition, in a case control study Pike et al. (2009) found that women with EDs reported 
significantly higher rates of family discord and higher parental demands. Furthermore, Bryla 
(2003) reported a prospective study of 6,770 girls in which girls who reported parental pressure 
to be thin were two times as likely to become preoccupied with weight. Girls who reported 
pressure from father to be thin were more likely to engage in constant dieting, while negative 
comments from fathers regarding body weight or shape were predictors of extreme weight loss 
behaviors (Bryla, 2003). 
Overall, results of research on family systems and EDs appear to be somewhat 
inconsistent, with some studies continuing to support Minuchin’s theory of psychosomatic 
families, while others do not. However, according to Cook-Darzens, Doyen, Falissard, and 
Mouren+- (2005), two interesting trends are indicated in the research: a) ED families tend to be 
more dysfunctional than controls (although there is no discernible, specific pattern of 
dysfunction) and b) quality of family functioning plays a significant role in the trajectory and 
outcome of EDs. Furthermore, research suggests that parental weight issues (including body 
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ideals and the importance of thinness) and dieting concerns are transmitted to their children, 
especially mothers to daughters (Field et al., 2001). 
Societal and Cultural Influences 
Body Dissatisfaction, Excessive Dieting, and the Thin Ideal Stereotype. Body 
dissatisfaction, excessive dieting, and the thin ideal stereotype are highly researched risk factors 
for EDs.  Body dissatisfaction is defined as the extent to which an individual is dissatisfied with 
his or her body size or shape. Body dissatisfaction is often measured through self-report 
questionnaires or by requiring the individual to indicate their ideal and actual body types from 
provided figure drawings (Neumark-Sztainer, Paxton, Hannan, Haines, & Story, 2006). 
According to Haines and Neumark-Sztainer (2006), approximately 50% of girls and 30% of boys 
report body dissatisfaction. According to Kim (2007), “social influences about the body 
encompass the meta-message that those who have the ‘ideal’ body have greater worth, since the 
body ideal encompasses thinness, dieting is subsequently used to gain self-worth through striving 
for the attainment of a thin body” (p. 122). Furthermore, research has indicated that thin ideal 
internalization predicts body dissatisfaction, increased negative affect, and disordered eating 
behaviors (including but not limited to excessive dieting) because societal and cultural ideal 
body types are unattainable for most individuals (Haines & Neumark-Sztainer, 2006). 
Additionally, in a meta-analytic review of risk and maintenance factors for EDs, Stice (2002) 
indicated that thin-ideal internalization is a risk factor for body dissatisfaction, negative affect, 
dieting, and BN. According to the same review, body dissatisfaction was one of the most 
consistent and significant risk factors for negative affect, dieting, and EDs (Stice, 2002). 
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In the McKnight Longitudinal Risk Factor Study (2003), investigators examined the 
importance of risk factors in the onset of EDs for a large multiethnic group of adolescent girls. 
One thousand, one hundred and three girls, grades 6 – 9, in school districts in California and 
Arizona were given the McKnight Risk Factor Survey and a structured clinical interview. The 
same measures were administered once a year over the next three years. The sites were analyzed 
separately because there was a significant site x Hispanic ethnicity interaction at the Arizona site. 
At the Arizona site influential risk factors were Hispanic ethnicity, thin body preoccupation, 
social pressure, general psychological influences, and a change in reported negative life events. 
At the California site, influential risk factors were thin body preoccupation and social pressure. 
According to the McKnight investigators, “thin body preoccupation and social pressure is the 
strongest proximal indicator of the onset of eating disorders and appears to be relatively stable 
from sixth through twelfth grade, suggesting that preoccupation with a thin body ideal may 
emerge earlier than sixth grade” (p. 253). Influence from family, peers, media, internalizing 
societal weight bias, and anxiety/social comparison lead to thin body preoccupation. It is 
important to note that perfectionism was dropped from analysis as a risk factor due to poor test-
retest reliability. 
Neumark-Sztainer et al. (2006) conducted a research study using the data from Project 
EAT-II, a five year longitudinal study of 2,516 ethnically and socioeconomically diverse 
adolescents, which indicated that body dissatisfaction was significantly correlated with binge-
eating and disordered eating behaviors in female adolescents. The sample included 1,377 female 
adolescents who were assessed using a body dissatisfaction measure, which included self-report 
questions regarding dieting, binge-eating behaviors, and height and weight to determine BMI and 
body figures for ideal and actual body size, at Time 1 at the start of the study (median age of 12.8 
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years) and Time 2 at the end of the study (median age 17.2 years). Body dissatisfaction scores at 
Time 1 predicted disordered eating behaviors at Time 2. 
In a longitudinal study examining body dissatisfaction, eating disturbance, and BMI as 
predictors for suicidal behavior in adolescents, Crow, Eisenberg, Story, and Neumark-Sztainer 
(2008) found that extreme weight control behaviors (including self-induced vomiting, laxative 
and diuretic use, and taking diet pills) were predictors for suicidal ideation and suicidal behaviors 
in women at five-year follow-ups. Previous research found that higher levels of body 
dissatisfaction were predictors for suicidal attempts at two-year follow-ups (Crow et al., 2008). 
Additionally, according to Cash, Ancis, and Strachan (1997), women with more 
traditional beliefs regarding gender roles in male-female social interactions and relationships 
were more invested in their physical appearance and had higher internalization of societal ideals 
of thinness, resulting in maladaptive assumptions of the importance of their physical appearance 
and moderate correlations with increased body dissatisfaction. Body dissatisfaction is affected by 
cultural influences with differences among cultural groups accounted for by group membership, 
acculturation, and assimilation (Neumark-Sztainer et al., 2006). Wildes, Emery, and Simmons 
(2001) conducted a meta-analysis of 35 studies of body dissatisfaction and disordered eating, 
which contained at least one non-Caucasian sample and a comparison Caucasian sample, and had 
an overall sample size of 17,781 participants. Effect sizes were calculated for BN, ED, weight 
and dieting concerns, dietary constraint, drive for thinness, body dissatisfaction, and smaller 
body ideal. Caucasian women reported higher levels on 80% of the examined categories than 
non-Caucasian women. Caucasian women reported significantly higher levels of body 
dissatisfaction and dietary restraint than non-Caucasian women. The findings suggest an overall 
lower rate of disordered eating in the non-Caucasian sample (Wildes et al., 2001). 
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Media. According to research, the media promotes idealized standards of beauty, which 
further influence sociocultural attitudes (Kempa & Thomas, 2000; Stice, Schupak-Neuberg, 
Shaw, & Stein, 1994). There are also mediating mechanisms of ED, which include gender role 
endorsement, internalization of ideal body stereotype, and body satisfaction, which are all 
influenced by the media (Stice et al., 1994). According to Haines and Neumark-Sztainer (2006), 
“a key tenet of sociocultural theories of eating disorders is that society, through avenues 
including mass media, pressures individuals to conform to the cultural ideal for size and shape” 
(p. 774). Furthermore, cross-sectional research has indicated positive correlations between media 
use and body dissatisfaction and disordered eating in adolescents (Haines & Neumark-Sztainer, 
2006). According to Bryla (2003), exposure to thin ideal via magazines is positively associated 
with increased AN and BN, while exposure to fat television characters, depicted in a negative 
manner, is a significant predictor for EDs. Additionally, according to Field and colleagues 
(2001), girls who reported trying to emulate same-sex figures in the media were more likely to 
become concerned with their weight. 
Culture. Eating Disorders are affected by cultural influences, specifically Caucasian, 
Westernized cultures (Osvold & Sodowsky, 1993). For example, in the White Westernized 
culture thinness is equated with beauty (Sussman et al., 2007) and dieting has become an 
acceptable social norm (Kempa & Thomas, 2000; Talleyrand, 2010). In the Sociocultural Model 
of EDs, sociocultural forces influence the development of EDs. The Sociocultural Model of EDs 
proposes that EDs develop in response to societal and cultural pressures for women to achieve a 
thin-body ideal. These sociocultural forces include the: a) the importance of appearance in 
women’s gender roles, b) importance of appearance in female societal success, and c) ideal thin 
body stereotype (Stark-Wroblewski, Yanico, & Lupe, 2005). Furthermore, research has indicated 
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that internalization of the thin ideal is a causal risk factor for body dissatisfaction, dieting, 
negative affect, and disordered eating (Stice, 2002).  
Until recently the majority of research on EDs was conducted on White Westernized 
women (Osvold & Sodowsky, 1993). It has long been assumed that EDs were culturally bound 
and specific to White Westernized cultures; however, with recent cultural changes in the world, 
including immigration, worldwide media, and exposure to Western influences, the prevalence of 
EDs is changing and is no longer as culturally bound (Sussman et al., 2007). Researchers have 
begun to examine the etiology of EDs across different ethnic and cultural groups; however, the 
research is difficult to integrate due to a lack of consistency in defining categorical variables and 
varying assessment methods. Although some researchers differentiate between Caucasian and 
non-Caucasian samples, others differentiate further into ethnic or racial groups (e.g. Hispanic, 
African-American, Asian). Additionally some researchers differentiate between groups based on 
religious affiliation (e.g. Christians, Jews, Muslims) or geographic location (e.g. Hong Kong 
Chinese, Urban Chinese, Rural Chinese). It is difficult to tease out the varying sociocultural 
influences on the development of EDs based on existing research.  
There have been numerous studies that have used acculturation as a measure of the 
influence of culture on EDs. Acculturation refers to, “ the complex process of cultural transition 
experienced by immigrants in which their attitudes, values, and beliefs adapt to those of their 
new country, yet are still influenced by the attitudes, beliefs, and values of their origin country” 
(Sussman et al., 2007, p. 30). Some studies have found positive correlations between highly 
acculturated women and an increase in EDs (Davis & Katzman, 1997; Sussman et al., 2007; 
Talleyrand, 2010), while others have not (Stark-Wroblewski et al., 2005; Wildes, Emery, & 
Simons, 2001). This may be due to the establishment of the thin ideal and dieting in other 
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cultures as well (e.g. East Asian cultures) (Stark-Wroblewski et al., 2005). Other studies report 
acculturative stress (Gordon, Castro, Sitnikov, & Holm-Denoma, 2010) and internalization of 
Western body ideals to be positively correlated with an increase in EDs (Stark-Wroblewski et al., 
2005; Wildes et al., 2001). Wildes et al. (2001) suggested methodological weaknesses among the 
studies, including varying definitions and vastly different measures of acculturation for these 
findings. However, most researchers agree that culture has an influence on EDs. For example, 
Smart (2010) suggested that collectivist values and striving to achieve status and family honor 
may lead to perfectionism, including body ideals in Asian women.  
It is important to note that research shows that clinicians are less likely to recognize 
eating disorders in culturally diverse women than they are in white women (Gordon et al., 2010). 
Symptoms of EDs present differently across different cultural groups. African-Americans are 
believed to develop eating disorders later in life than White women, possibly due to shorter 
adolescence and high achievement goals (Kempa & Thomas, 2000). In addition, common risk 
factors associated with eating disorders in white women like body dissatisfaction, low self-
esteem, high family cohesion, and rigidity are not universal (Soh et al., 2006). Cachelin et al. 
(2000) found that less acculturated Hispanic, Asian, and African-American women were 
significantly less likely to seek or receive treatment for EDs; however, more acculturated women 
were more likely to suffer from EDs, suggesting that Westernized culture affects both the 
prevalence of and health seeking behaviors for EDs. In a study of 255 undergraduates of non-
Asian (culturally independent, individualistic culture) descent or Asian (culturally 
interdependent, collectivist culture) descent, Tomiyama and Mann (2008) found that family 
enmeshment, which is considered pathological in individualistic societies (e.g. Western cultures 
like American and European) is a cultural value and not considered pathological in collectivist 
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societies (e.g. Asian cultures). Furthermore, family enmeshment positively predicted ED 
pathology in non-Asian participants (culturally individualistic) but not in Asian participants 
(culturally collectivistic). In regard to the treatment of culturally diverse women with eating 
disorders, Gordon et al. (2010) recommend using cognitive-behavioral exercises to challenge 
faulty cognitions about minority status.  In summary, research on the cultural influences of EDs 
has mainly focused on White-Westernized, African-American, Hispanic, and Asian cultures and 
remains inconclusive. While some researchers have found significant differences in the 
prevalence and symptomology of EDs across different cultures (Stark-Wroblewski et al., 2005; 
Sussman et al., 2007; Talleyrand, 2010) others have not (Wildes et al., 2001). The different 
findings may be due to inconsistent categorical variables and inconsistent assessment methods. 
This dissertation will attempt to maximize the applicability of its findings by examining EDs 
within the context of a specific culture. 
Religion. Religion plays an integral role in American society. Studies show that 90% of 
men and 95% of women believe in God; 85% indicate that religion plays at the least a fairly 
important role in their lives (Kim, 2007). In addition 72 million adults report attending church or 
synagogue on a weekly basis (Kim, 2007). Furthermore, religious beliefs affect opinions 
regarding political and family issues like abortion, marriage fertility, and sexuality (Kim, 2007).  
Little research has been conducted on the influence of religion and the encompassing 
culture, including but not limited to Modern Orthodox Judaism, on EDs. However, in a 
descriptive epidemiological study examining health seeking characteristics of 698 patients with 
EDs in an Israeli clinic, Latzer et al. (2008) found the highest prevalence of EDs in Israeli born, 
secular Jewish, urban women with a high level of parental education. The prevalence of EDs in 
ultra-orthodox Jewish women and Arab-Israeli women (2.5%) were a much lower percentage 
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than the comparable percentages in the general Israeli population. The researchers hypothesized 
that religious values and beliefs acted as a protective factor from Western culture for the ultra-
orthodox Jewish women while the lower prevalence of EDs in Arab-Israelis was due to a 
different standard of beauty in the Arab culture, where plumpness is perceived as a sign of 
femininity, fertility, nurturance, and sexuality. While the research in this area is limited, the bulk 
of the research suggests a relationship between religiosity and the development and maintenance 
of EDs (Marsden, Karagianni, & Morgan, 2007; Smith, Richards, & Maglio, 2004). Previous 
research has also indicated a higher prevalence of EDs in those identifying as Catholic (Smith et 
al., 2004) or Jewish (Kim, 2007; Latzer, Witzum, & Stein, 2008; Pinhas, Heinman, Bryden, 
Bradley, & Toner, 2008; Smith et al., 2004). In another study examining religion and EDs, 
Morgan, Affleck, and Solloway  (1990), found that guilt (related to religious orientation), weight, 
and gender role attitudes were significant predictors for dieting behaviors while guilt and lack of 
control were predictors for BN in college women. 
Smith and colleagues (2004) conducted a research study examining the relationship 
between religious orientations and eating disturbances. They compared two samples of women 
using the Eating Attitudes Test (EAT-26), the Religious Orientation Scale (ROS), and the Body 
Shape Questionnaire (BSQ). The first sample contained 129 undergraduate students (age 18-22 
years) enrolled in general psychology courses at Truman State University. The majority of the 
sample participants was Caucasian (124) and identified themselves as Catholic (50), Protestant 
(35), other (34), no religious affiliation (9), or Jewish (1). The second sample consisted of 319 
females (ages 12 – 56, median age 21) starting inpatient treatment for EDs at a private treatment 
facility. The majority of the sample participants was Caucasian (257) and identified themselves 
as Latter Day Saints (185), Protestant (15), Catholic (12), other (21), none (15), or Jewish (3). 
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Sixty-five participants did not provide religious orientation. Data analysis included correlations, 
analysis of variance (ANOVA), and multivariate analysis of variance (MANOVA). Results 
indicated significant positive correlations between eating disorder symptoms and an extrinsic 
religious orientation (identify with religion for acceptance or personal and social reasons) among 
women with BN (sample two) and women with subclinical bulimic symptoms (sample one). 
Additionally, there was a curvilinear relationship between religious orientation and BN or 
bulimic symptoms indicating that women who were indiscriminately pro-religious with an 
extrinsic orientation had a higher incidence of ED symptoms while women with intrinsic 
orientation or non-traditionally religious had fewer ED symptoms.  
Psychological Characteristics 
Conformity. There are many social psychological theories that can be useful in attempting 
to provide an understanding of the etiology of EDs. According to Aronson and Aronson (2012), 
conformity can be defined as “a change in a person’s behavior or opinions as a result of real or 
imagined pressure from a person or a group of people” (p. 19). The 1955 Asch conformity study 
(as cited in Aronson & Aronson, 2012) reveals the strong desire of human beings to be accepted 
and to belong to a group. From an evolutionary perspective, being accepted by a group was a 
matter of survival as it provided safety and access to resources. Asch’s study (1955) 
demonstrates that conformity often secures an individual’s acceptance and place within a group. 
Conforming to go along with the group overrode another strong desire of human nature – to be 
right. The study also demonstrates how difficult it is to resist group pressure even when we know 
the group is wrong. One of the strongest risk factors of EDs is a desire to conform to societal 
body ideals of thinness. As members of a minority group, Modern Orthodox Jewish Girls may 
feel an even stronger desire to conform to society’s ideals and be a part of the “in group.” 
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Conformity can enable an individual’s acceptance into the “in group,” while social exclusion 
from the “in group” can be devastating (Aronson & Aronson, 2012). In addition, low self-esteem 
increases conformity (Aronson & Aronson, 2012) and low self-esteem is a widely accepted risk 
factor for the development of EDs. Conformity may contribute to the increased prevalence in this 
population. 
Anxiety. According to Kerig and Wenar (2006), anxiety is defined as, “excessive worry 
and tension that is uncontrollable and pervasive across stimuli and situations” (p. 105). Studies 
have indicated that anxiety and perfectionism are very common personality characteristics 
associated with EDs, furthermore, these characteristics present prior to the ED and persist into 
remission and recovery (Deep, Nagy, Weltzin, Rao, & Kaye, 1995; Schwalberg, Barlow, Alger, 
& Howard, 1992). 
Negative affect. Negative affectivity is a personality characteristic, which encompasses 
frequent and consistent moods of fear, sadness, anger and guilt, which often occur with anxiety 
(Kerig & Wenar, 2006). Negative affect is a significant predictor and risk factor for EDs (Bryla, 
2003; Pike et al., 2009). Research has indicated that exposure to thin-ideal images increases 
negative affect (Haines & Neumark-Sztainer, 2006). 
Impaired social skills and social isolation. Individuals with impaired social skills interact 
with peers in a socially incompetent, awkward, and often negative manner, which may involve 
annoying, intrusive, insensitive, or inept behaviors (Kerig & Wenar, 2006). Deficits in social 
skills that persist over time can lead to peer rejection and social isolation (Kerig & Wenar, 2006). 
Peer rejection and social isolation may influence the development of EDs as individuals try to 
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exert the only power they feel they can – controlling what they eat. Self-starving when others 
cannot makes them feel powerful and invulnerable (Kerig & Wenar, 2006). 
Genetics 
Adoption and twin studies suggest a moderate to high heritability of EDs (Klump, 
Suisman, Burt, McGue, & Iacono, 2009). Research indicates that genetic predisposition of EDs 
ranges from 59% to 82% with the environment accounting for additional variance 
(Dimitropolous, Freeman, Bellai, & Olmstead, 2013). These studies have established genetics as 
a significant risk factor for the development of EDs (Klump et al., 2009). The etiology of EDs is 
complicated further by the passive gene environment correlation, in which the parent providing 
the genes that may predispose the child to ED also establishes the environment in which the child 
develops, which may further increase the risk of developing EDs (Bulik et al., 2005). In addition, 
studies have shown that mothers who have had EDs, currently or in the past, are more likely to 
create home environments that increase the probability of expression of genes predisposed to 
EDs (Bulik et al., 2005).  Furthermore, studies have indicated that relatives of individuals with 
EDs are almost six times more likely to develop EDs (Killian, 1994). 
Summary 
There are certain risk factors found consistently across studies for individuals with EDs. 
According to the research, risk factors most commonly associated with EDs are: negative self-
evaluation, perfectionism, parental eating disorders, high parental demands, family dieting, thin 
preoccupation, social pressure, and negative affectivity. According to Stice (2002), there has 
been limited research that has focused solely on AN. Most research focuses on EDs in general 
even though there are distinct symptom profiles and differing risk and maintenance factors for 
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AN, BN, and Binge Eating Disorder (BED). Current research may reveal more about symptom 
composites and risk and maintenance factors for BN and BED as their outcomes are much more 
prevalent. Furthermore, current research is not sufficient to differentiate risk factors that are 
prevalent to all EDs from those that are specific to AN, BN, and BE (Stice, 2002). In addition, 
current research has begun to focus on the cultural influences on the manifestation and 
maintenance of EDs, including whether risk factors vary according to culture. 
The Modern Orthodox Jewish Community 
Orthodox refers to a branch of Judaism in which members accept the 613 commandments 
of the Torah (the Hebrew Bible of Divine origin) and the Talmudic interpretations of these 
commandments (Rosmarin, Pirutinsky, Pargament, & Krumrei, 2009; Schnall, 2006). These 
commandments apply to all aspects of life including family matters, business dealings, and the 
many rituals of observance including prayer, Holidays, and Kashrut (dietary laws) (Schnall, 
2006). During the Enlightenment, as Jews experienced unprecedented religious freedom, a rift 
occurred in the Jewish community. On one side there was a movement to reform Jewish religious 
practice to encompass modernity and promote assimilation, while on the other side, in reaction to 
this perceived threat to the survival of Judaism, Ultra-orthodox Judaism, with its ultra-strict 
adherence to traditional religious practice and total rejection of modernity and societal influence, 
emerged  (Guterman, 2008). Modern Orthodox Judaism developed in response to this religious 
dichotomy striving to offer the best of both worlds, traditional religious practice embracing 
modernity and societal influence. 
Due to the all-encompassing nature of the 613 commandments Modern Orthodox Jews 
tend to live in socially and geographically close communities; however, within these 
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communities there is a wide range of individual religious practice varying in strictness of 
adherence to these commandments (Huppert, Siev, & Kushner, 2007). As opposed to Ultra-
Orthodox Jews, who separate themselves from modern society and reject outside influence, 
Modern Orthodox Jews strive to maintain an observant life within the structure of modern 
American society and culture (Heilman, 1978). Modern Orthodox Jews view the 613 
commandments as a guidebook for life however, while they believe in adherence to the 
commandments as the ultimate goal, religious observance varies greatly. The 613 
commandments contain both positive and negative laws and cover almost every sphere of human 
activity. These laws, known as ‘Halacha’, “encompass interpersonal relationships, prescribing 
laws of business, credit, family life, marriage, war, slander, and so on, all of which are construed 
according to prior determinants.” (Wieselberg, 1992, p. 308). Additionally, food plays an 
important role in religious observances and spiritual rituals in Judaism as an integral component 
of Jewish holidays and the Sabbath (Latzer et al., 2008). 
There are many distinct characteristics of Modern Orthodox families that differ from 
family systems in other cultures. According to Wieselberg (1992), “Jewish tradition values a 
clear marital coalition with sharply differentiated roles and functions which are fully 
internalized” (p. 314), these roles being the husband as head of the household, the wife as 
nurturing, and the subordination of women. In addition, enmeshment, rigidity, and over 
protectiveness are often characteristic of Modern Orthodox Jewish families. According to 
Goldberg and O’Brien (2005), “Jewish cultural values, such as family closeness and cherishing 
children, often correspond to parents being highly involved in their children’s lives” (p. 197). 
The Modern Orthodox Jewish culture is patriarchal with a clear demarcation of gender roles. In 
addition, in tight knit Orthodox Jewish communities there is a tremendous concern for 
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appearances due to the custom of arranged marriage; therefore mental illness and disabilities are 
highly stigmatized causing shame and isolation in families affected by them (Meyerstein, 2004). 
Studies have shown that there is a higher prevalence of EDs in American women with a 
Jewish background (Latzer, Witzum, & Stein, 2008; Pinhas, Heinman, Bryden, Bradley, & 
Toner, 2008). Furthermore, in the Modern Orthodox Jewish Community in New York State the 
prevalence of ED is 50% higher than that which is reported in the general American population, 
affecting 1 out of 19 girls (Baruchin, 1998). The higher prevalence of ED in Modern Orthodox 
Jewish girls may be attributed to several factors. Several studies hypothesized that as members of 
a minority group, Jewish women may internalize societal norms and cultural expectations more 
intensely in an effort to fit in with the majority, resulting in the higher prevalence of EDs (Latzer 
et al., 2008; Pinhas et al., 2008). According to Baruchin (1998), “a traditional upbringing 
provides few opportunities for adolescent rebellion and EDs become a way for teenagers to act 
out within the culturally sanctioned medium of food”(p. 8). In addition, Latzer et al.  (2008) 
indicated that, “food can assist Jewish religious women in their attempts to assert control over 
their lives in the face of age specific conflictual developmental pressures: to excel scholastically, 
to help their parents care for their large families, and above all, to marry early and have a family 
of their own – often before they feel ready for it” (p. 367).   In addition, in a study examining 
religion, weight perception, and weight control behavior, using data from the National Survey of 
Midlife Development in the United States (3032 adults aged 25-74), Kim (2007) found that 
Jewish women significantly overestimated their weight compared to women with no religious 
preference.  
There are many distinct characteristics of Modern Orthodox families that may contribute 
to the higher prevalence of EDs in this community, including enmeshment, rigidity, and 
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overprotectiveness. In addition, the clear demarcation of gender roles in Modern Orthodox 
Jewish culture can influence the development of EDs as “anorexia and bulimia allow women a 
degree of power in their lives while appearing subordinate to society’s expectations” (Killian, 
1994, p. 315). Furthermore, Modern Orthodox families are often large and very close. According 
to Goldberg and O’Brien (2005), “Jewish cultural value to sustain familial closeness may require 
Jewish adolescents to carefully balance establishing autonomy while maintaining close 
relationships with family members, the Jewish adolescents emerging independence may be 
experienced as a threat to family cohesion” (p. 198).  Modern Orthodox Jewish women are also 
expected to marry young and establish large families of their own (Baruchin, 1998; Latzer et al., 
2008). Furthermore, when choosing a marriage partner, Orthodox Jews place considerable 
importance on family background and any marring, including the stigma of an ED, can ruin an 
individual’s, as well as their siblings’ chances of finding a suitable match (Schnall, 2006). 
As seen in prior studies, the Modern Orthodox Jewish Community may be at higher risk 
for EDs because their religion, culture, and family systems have been associated with risk factors 
that may lead to EDs, including but not limited to low self-esteem, body dissatisfaction, 
internalization of sociocultural attitudes, family enmeshment, affluence, excessive dieting, and 
higher BMIs. Research has shown that Jewish adolescents have slightly higher BMIs and higher 
rates of dieting and eating-disordered beliefs than their non-Jewish counterparts (Pinhas et al., 
2008). Furthermore, according to Kim (2007), “there may be social and cultural norms unique to 
Judaism that may shape weight perception in women” (p. 128). There is a long history of EDs in 
this community as well, and studies have shown that mothers of disordered eating girls have 
higher rates of disordered eating and longer histories of dieting than comparison mothers (Thelen 
& Cormier, 1995). Furthermore, adoption and twin studies suggest a moderate to high 
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heritability of EDs and have established genetics as a significant risk factor for the development 
of EDs (Klump et al., 2009). A family systems approach will be helpful in examining the risk 
factors of EDs in the Modern Orthodox Jewish community. 
It is hypothesized that EDs develop in Modern Orthodox Jewish girls in part as an 
attempt to assert control in their lives due to cultural and familial constraints on their freedom 
(Latzer et al. 2008). Brehm’s theory of reactance (as cited in Aronson and Aronson, 2012) states 
that when an individuals’ sense of freedom is threatened he/she will act to preserve it. Activating 
an individual’s defenses by forcing cultural standards and familial obligations on them without 
giving them any choices will threaten their freedom and may cause them to reassert their 
freedom in any way they can, including the development of an ED. 
Rationale 
 Modern Orthodox Jewish female adolescents are a very unique and at-risk 
population in society. This population has a prevalence of EDs that is 50% higher than the 
general population and yet there is no research being conducted to determine factors that relate to 
EDs in members of this community. Research has identified several characteristics within 
individuals that can be considered risk factors for the development of EDs including 
perfectionism, low self-esteem, elevated BMIs, affluence, and stressful life events. Several of 
these characteristics are very common in the Modern Orthodox Jewish community. Research has 
shown that Jewish adolescents have slightly higher BMIs and higher rates of dieting and eating-
disordered beliefs than their non-Jewish counterparts (Pinhas et al., 2008). 
Family systems theorists characterize EDs as developing in families with characteristics 
that are incompatible with the development of autonomy and with communication patterns in 
 	  
	  
39 
which the child with an ED preserves homeostasis in the family by preventing interpersonal 
problems from directly emerging by providing a single problem to focus on (Wechselblatt et al., 
2000). Modern Orthodox Jewish families are systemically and culturally “unique”. There are 
many distinct characteristics of Modern Orthodox families that may contribute to the higher 
prevalence of EDs in this community, including family enmeshment, rigidity, and 
overprotectiveness. 
The Sociocultural Model of EDs proposes that EDs develop in response to societal and 
cultural pressures for women to achieve a thin-body ideal. Jewish adolescents may internalize 
societal norms and cultural expectations more intensely in an effort to fit in with the majority, 
resulting in the higher prevalence of EDs (Latzer et al., 2008; Pinhas et al., 2008). Furthermore, 
there are fewer opportunities for adolescent rebellion in the Modern Orthodox Jewish community 
due to traditional cultural norms; therefore, Jewish adolescents may develop EDs as an attempt 
to exert control through a culturally acceptable medium – food (Baruchin, 1998). 
Little research has been conducted on the influence of religion and the encompassing 
culture on EDs. Most of the research suggests a relationship between religiosity and the 
development and maintenance of EDs (Marsden, Karagianni, & Morgan, 2007; Smith, Richards, 
& Maglio, 2004). As seen in prior studies reviewed above, the Modern Orthodox Jewish 
Community may be at higher risk for ED because their religion, culture, and family systems have 
been associated with risk factors that may lead to an ED. 
There have been no prior studies on the relationship of family and cultural variables as 
they relate to EDs in Modern Orthodox Jewish adolescents.  The current study aimed to explore 
these relationships to increase the current understanding of EDs in this community that may aid 
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in the future development of primary interventions and treatment programs. A family systems 
model was used to understand EDs in Modern Orthodox Jewish adolescents.  
Research Questions 
1. Is there a relationship between family functioning of Modern Orthodox Jewish families and 
EDs in Modern Orthodox Jewish female adolescents? 
2. Do Modern Orthodox Jewish adolescent girls perceive more concern from their parents 
regarding their body weight? 
3. What are the risk factors associated with EDs in Modern Orthodox Jewish female adolescents 
including family functioning, cultural, and individual? 
Hypotheses 
H1: There will be an association between family functioning of Modern Orthodox Jewish families 
and EDs, such that unbalanced family systems, specifically enmeshmed and rigid families, 
will significantly predict disordered eating in Modern Orthodox Jewish adolescent females. 
H2: Modern Orthodox Jewish adolescent females who perceive greater parental concern with 
their thinness will score higher on measures of disordered eating. 
H3: Modern Orthodox Jewish female adolescents will perceive greater parental concern with their 
thinness than the general population. 
H4: Lower scores on measures of self-esteem will be associated with higher scores on measures 
of disordered eating. 
H5: Family dysfunction, parental concern with thinness, and low self-esteem will predict  higher 
levels of disordered eating. 
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H6: Family rigidity, family enmeshment, parental concern with thinness, and low self-esteem will 
predict higher risk levels of EDs. 
H7: There will be an association between the level of religious observance of Modern Orthodox 
Jewish adolescent girls and EDs, such that less strict religious observance will be positively 
correlated with the presence of EDs. 
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CHAPTER III 
Methods 
The purpose of this section is to describe the methodology and research design employed 
in this study to address the research questions. This study examined the relationship between risk 
factors of ED and family characteristics of Modern Orthodox Jewish families. Recruitment 
procedures are described, followed by participant characteristics. The chapter then goes on to 
describe selected measures, their psychometric properties, and statistical analyses performed in 
this study. 
Research Design 
 This study was a cross-sectional, single cohort, correlational design because one group of 
people was studied at one point in time. The possibility of obtaining a cohort effect, a limitation 
of single cohort studies, was not relevant here because this study examined risk factors for ED 
for this particular cohort. Since the participants were only measured once, there were no possible 
threats to validity that are inherent to cross-sectional studies including history, maturation, 
attrition, and instrumentation. There are certain factors that may affect the generalizability of the 
study to other populations, as the characteristics of this sample are highly specific in terms of 
age, religion, ethnicity, gender, and SES. In addition, stimulus characteristics may also affect 
generalizability, as the questionnaires were made available to students in classroom settings as 
opposed to laboratory testing situations. However, based on the findings, the study may prove 
applicable to populations with similar characteristics. 
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Recruitment Procedures 
 Approval for the dissertation study was obtained from the Institutional Review Board of 
the City University of New York Queens College. All data were collected by the principal 
investigator (PI), a student at the Graduate Center of the City University of New York. All 
participants were informed that participation in the study entailed completing several paper-and-
pencil questionnaires that took approximately an hour, regarding body image, family systems, 
and eating disorders within their community. Participants were informed that participation in the 
study was completely voluntary, independent of their school’s administration, would have no 
bearing on academic outcomes, and that strict confidentiality would be adhered to. Informed 
consent was obtained from all participants’ parents and assent was obtained from participants.  
 The selection process followed standard recruitment and incentive procedures. There were 
several recruitment procedures. Emails (see Appendix G) and flyers (see Appendix H) were sent 
to community list serves and posted on message boards in local community centers. Individuals 
who expressed interest were asked to come to the local community center on a specified date, 
with a parent, during which the PI was at the center collecting data. The PI met with parents 
(when the participant was under the age of 18), explained the research and obtained signatures on 
the Consent forms (see Appendix I). The PI met with the participants without their parents, 
explained the research and got assent (see Appendix J). Surveys were then administered by the 
PI in numbered packets with no identifying information. The participants completed the surveys 
and returned the packets to the PI at this time. Twenty-one individuals responded to the fliers and 
emails, however, fifteen girls came to the community center to participate in the study. Four of 
the fifteen participants were excluded because they did not complete all of the surveys in the 
packet. 
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 The PI also recruited participants from local private schools, which serve the Modern 
Orthodox Jewish community. The local private schools are co-ed yeshivas with dual curriculums 
of Judaic studies and General studies. Judaic classes are taught in Hebrew, while general studies 
classes are taught in English. In addition, the yeshivas place a great emphasis on students’ 
character development. The schools ranged in size from 800-2,000 students with nursery through 
twelfth grade. Yearly tuition among the yeshivas is comparable and ranged from $20,000 to 
$35,000 per school year. The majority of the student bodies are from middle to high socio-
economic status (SES), however, 40% of the students receive some degree of financial 
scholarship. With the schools consent, the PI met with students during designated classes (life 
skills classes, Advanced Placement Psychology classes, and elective classes), to explain the 
research.  Students who were interested in participating in the study were given assent and 
consent forms. Parents of interested students were informed of the research and parental consent 
was obtained. Several specified times in school were scheduled, during lunch, free periods, or 
after school for the PI to administer surveys. Snowball recruitment was also engaged, as the PI 
asked participants if they have any friends who they think would be interested in participating. 
These individuals were contacted via email using the procedure described previously. In all 
recruitment procedures each participant was given a numbered packet in a manila envelope 
containing all the questionnaires. Writing implements were provided in each packet. Participants 
were asked not to write their names on the surveys. Anonymity was stressed. The questionnaires 
were administered in varying order to prevent possible effects of order of assessment. The PI 
collected the packets from the participants upon completion and thanked them for participating. 
After collecting the packets, the PI debriefed the participants to determine if filling out the 
questionnaires caused them any stressful feelings. The PI provided all participants with a 
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debriefing letter (see Appendix K) containing the PI’s contact information as well as local 
community resources should they wish to discuss anything further. The PI recruited 317 female 
Modern Orthodox Jewish Yeshiva students using these procedures. One-hundred and three 
students participated in the study. Six participants were excluded because they did not complete 
all of the surveys in the packet. Recruitment and data collection were conducted over the course 
of thirteen months (from May 2014 through June 2015). Upon completion, the study sample 
included 97 participants. 
Participants 
The study sample consisted of 97 female, Caucasian, Jewish high school students 
attending private yeshivas that service the  Modern Orthodox Jewish community in New York. A 
power analysis for a multiple regression analyses with five predictor variables was conducted 
and indicated that in order to obtain a significant result for a medium effect size at a power of .80 
for α = .05, the study required a sample size of at least 91 (N = 91) (Cohen, 1992). The study met 
the power requirement with a sample size of 97 (N = 97). For the purpose of the study 
participants were considered Modern Orthodox Jews if they identified themselves as Modern 
Orthodox Jews on the demographic survey and attended private Modern Orthodox Jewish day 
schools (yeshivas). The study examined female students due to the significantly higher 
prevalence of EDs in females compared to males.  
Participants ranged in age from 14 through 18 years old. This age group was chosen for 
eligibility due to the peak ages of onset of EDs. The average age of participants was 16.27 (SD = 
1.36; see Table 2). Thirteen of the participants were 14 years old (13.4%), 17 were 15 years old 
(17.5%), 21 were 16 years old (21.6%), 23 were 17 years old (23.7%), and 23 were 18 years old 
(23.7%) (see Table 3). Participants self-reported their height and weight on the demographic 
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survey (see Appendix A). The average height of the participants was 63.3 inches (SD = 2.77 
inches; see Table 2), while the average weight was 126.1 pounds (SD = 21.4 pounds) (see Table 
2). Additionally, participants rated their religious observance on a scale of 0 – 17 with a higher 
total score reflecting stricter adherence to religious commandments. The average score of 
partipants’ self-reported religious observance was 5.6 (SD = 2.7; see Table 2) indicating low to 
moderate levels of religious observance. Fifteen participants (15.5%) reported a family history of 
EDs. 
Table 2      
Participant Demographics 
Variable M SD Min Max 
Age 16.27 1.36 14 18 
Height 63.33 inches 2.77 53 71 
Weight 126.1 pounds 21.41 80 190 
Religiosity 5.59 2.73 0 15 
Note. N = 97. Scale scores for Religiosity range from 0 – 17, with higher scores denoting stricter religious 
adherence. 
 
Table 3 
 
Participant Age Distribution 
Age n  %  
14 13  13.4  
15 17  17.5  
16 
17 
18 
21 
     23 
     23 
 21.6 
23.7 
23.7 
 
Note. N = 97.  	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   Table 4 presents the marital status of the participants’ parents as self-reported on the 
demographic survey. Eighty-eight participants reported their parents as married (90.7%), six 
reported their parents as divorced (6.2%), and three reported their parents as separated (3.1%) 
(see Table 4). The percentage of parents still married is well above national averages. Divorce 
rates in the United States have remained stable for 20 years with over half of all marriages 
ending in divorce and half of all children spending some time living in single parent households 
(Bumpass & Lu, 2000). 
Table 4 
Parents’ Marital Status 
Status  n %  
Married  88 90.7  
Divorced  6 6.2  
Separated  3 3.1  
Note. N = 97.  	  	   Tables 5 and 6 present the education level of the participants’ parents as self-reported on 
the demographic survey. Nine participants reported their father’s education level as some high 
school (9.3%), 20 as high school diploma (20.6%), 31 as some college (32%), 22as having a 
college degree (22.7%), two as attending some graduate school (2.1%), and 12 as having a 
graduate degree (12.4%).  One participant indicated that she did not know her father’s level of 
education (1%). Six participants reported their mother’s education level as some high school 
(6.2%), 25 as high school diploma (25.8%), 20 as some college (20.6%), 24 as having a college 
degree (24.7%), two as attending some graduate school (2.1%), and 20 as having a graduate 
degree (20.6%).  
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Table 5 
Father’s Education Level 
Level  n %  
Some High School  9 9.3  
High School Diploma  20 20.6  
Some College  31 32  
College Degree 
Some Graduate School 
Graduate Degree 
Unknown 
 22 
2 
12 
1 
22.7 
2.1 
12.4 
1 
 
Note. N = 97.  
 
Table 6 
Mother’s Education Level 
Level  n %  
Some High School  6 6.2  
High School Diploma  25 25.8  
Some College  20 20.6  
College Degree 
Some Graduate        
School 
Graduate Degree 
 24 
            2 
          20 
24.7 
21 
20.6 
 
Note. N = 97.  
 
Measures 
Demographic information. Data were collected using a demographic survey designed 
by the PI (see Appendix A). Demographic characteristics described include: age, height, weight, 
race/ethnicity, relationship status, residence, parent’s marital status, number of siblings, religious 
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practices (e.g., do they wear pants or skirts?, do they have a television in the home?, do they 
observe Sabbath?, do they keep a kosher home?, do they only eat kosher outside the home?), and 
family’s level of religiosity (e.g., does the mother cover her hair?, wear skirts?). For each 
question of religious observance a score of one is given for a ‘Yes’ response and zero for a ‘No’ 
response. Scores range from 0 – 17, with a higher total score reflecting stricter adherence to 
religious commandments. The PI designed her own survey to measure religiosity in this study 
because, “religion is a complex, multidimensional construct, and there is little consensus about 
how religion should be conceptualized and measured” (Kim, 2006, p. 288). Based on the 
responses of participants from the current study, the Religiosity scale from the Demographic 
survey obtained an alpha coefficient of α  = .798, an acceptable reliability coefficient. 
Eating Attitudes Test (EAT). The Eating Attitudes Test (EAT) (see Appendix B) is a 
widely used measure of disordered eating and characteristics of eating disorders (Garner et al., 
1982). This study used the abbreviated EAT-26, which contains 26 items categorized into three 
subscales including: Dieting, Bulimia/Food Preoccupation, and Oral Control. Respondents are 
given six response options including: always, usually, often, sometimes, rarely, and never. 
Responses are given scores ranging from 0 – 3. Responses of sometimes, rarely, and never are 
scored 0. Responses of always are scored as 3, usually as 2, and often is scored as 1. For the total 
EAT-26, scores range from 0 – 78. The total score is broken down to 0 – 39 for the Dieting 
subscale, 0 – 18 for the Bulimia subscale, and 0 – 21 for the Oral Control subscale. Higher scores 
indicate greater levels of disordered eating. The total score is most commonly used to indicate 
levels of disordered eating. An individual with a total score of 20 or higher is considered at-risk 
for disordered eating and may meet the diagnostic criteria for an ED. The total score will be used 
in this study. In the current study 24 participants (24.75%, N=97) scored a 20 or above on the 
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EAT-26 indicating that they are at-risk for disordered eating and may meet the diagnostic criteria 
for an ED. Additionally, eight participants scored just under the criterion score of 20. Three 
scored 19, another three scored 18, and two scored 17, although not considered At-risk the scores 
do indicate concerning levels of disordered eating attitudes and behaviors (see Table 7). The 
EAT-26 has demonstrated high reliability and consistency and is widely used as an effective 
screening tool in clinical and non-clinical populations (Garner, Olmsted, Bohr, & Garfinkel, 
1982). In the original study Chronbach alpha reliability was .90 for the total EAT, .90 for the 
Dieting subscale, .84 for Bulimia subscale, and .83 for the Oral Control subscale indicating 
satisfactory internal consistency to measure disordered eating. Based on the responses of 
participants from the current study, the EAT-26 obtained an alpha coefficient of α  = .90 (see 
Table 8). In the current study the average total score on the EAT-26 was 13.28 (see Table 9). 
Logarithm transformations were conducted on the outcome variable EAT-26 to correct for 
outliers, which also helped to improve the normality and ‘goodness of fit’ of the data. The 
transformed scores of the EAT-26 (LogEAT-26) have a mean of 2.1405 (See Table 9). 
Table 7 
Distribution of High Scores on EAT-26 
Score  n %  
20 or Above  
(At-risk/Clinical) 
 24 24.75  
19  3 2.91  
18 
17 
 3 
2 
2.91 
1.94 
 
Note. N = 97.  
 
McKnight Risk Factor Survey IV (bml.Stanford.edu). The McKnight Risk Factor 
Survey IV (see Appendix C) is a commonly used measure to determine the factors that might put 
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young women in elementary, middle and high school at risk for developing eating disorders and 
to further examine the course and development of these risk factors. This survey was developed 
by Stanford University in conjunction with the University of Arizona, Tucson (McKnight 
Investigators, 2003). The McKnight Risk Factor Survey IV was developed using a sample of 
1,064 female students grades 4 – 9 at the Arizona site and 912 female students grades 4 – 9 at the 
California site. The McKnight Risk Factor Survey IV contains 103 items that assess 
demographics, onset of menses, onset of dating, self-evaluation of one’s own appearance, 
perceived figures of parents (using Stunkard’s Figure Rating Scale), effect of body changes, self-
confidence, affect, emotional eating, media modeling, concern with weight/shape, parental 
concern with thinness, peer concern with thinness, teasing, negative life events, perfectionism, 
substance abuse, dieting behaviors, support from others, participation in high risk activities (e.g., 
Cheerleading), and checklist of “activities that make you feel good about yourself” (e.g., 
Organized sports, community service, swimming). For most items respondents are given five 
response options including: never (1), a little (2), sometimes (3), a lot (4), always (5). For other 
items respondents are given yes (1) or no (0) options. Higher scores have significantly predicted 
onset of eating disorders in female students in middle and high school. As a screening for 
potential ED cases the McKnight Risk Factor Survey IV has a screen sensitivity of 0.72, 
specificity of 0.80, and an efficiency of 0.79. In addition to the total score the McKnight Risk 
Factor Survey IV can also provide scoring clusters based on specific categories such as 
Appearance Appraisal, Purge Behavior, and Perceived Risk of ED. Two scoring clusters were 
used in this study, Confidence and Parent Concern with Thinness. The Confidence score is the 
mean of several questions in which the participant rates their feelings of confidence with 
response options including: never (1), a little (2), sometimes (3), a lot (4), always (5). Higher 
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scores on this cluster indicate higher levels of confidence. Based on the responses of participants 
from the current study, the Confidence scoring cluster obtained an alpha coefficient of α  = .81 
(see Table 8). The average score on the Confidence cluster in this study was 3.13 (see Table 9), 
indicating moderate levels of confidence. The Parent Concern with Thinness score from the 
McKnight Risk Factor Survey is based on the mean of the participant’s rating of how important 
it is to their mother and father that they are thin. Response options include:  I do not have contact 
with anyone I think of as mother/father (0), never (1), a little (2), sometimes (3), a lot (4), always 
(5). 
FACES-IV. The FACES-IV (Olson, Goral, & Tiesel, 2006) (see Appendix D) measures 
the dimensions of family cohesion, family flexibility, family communication, and family 
satisfaction. There are two balanced scales that measure balanced family cohesion and balanced 
family flexibility. FACES-IV also contains four high and low extremes of cohesion and 
flexibility. There are two unbalanced scales for cohesion, Disengaged and Enmeshment. There 
are two unbalanced scales for flexibility, Rigid and Chaotic. Family, Communication, and 
Family Satisfaction scales are also included in the measure. The resulting percentiles can be 
plotted to determine a family profile. All scale scores were examined during data analyses. 
Permission to use the FACES-IV was obtained from Life Innovations, INC. (see Appendix E). 
FACES-IV can be given to any family member above the age of 12. Respondents are provided 
with statements, which they are asked to rate using a five-point Likert scale. Ratings include: 
strongly disagree  (1), generally disagree (2), undecided (3), generally agree (4), and strongly 
agree (5). Scale scores are transformed into percentile scores, which range from 10 to 99 with 
mid range being the optimum level. High and low percentile scores on the balanced and 
unbalanced scales indicate family dysfunction. On the Family Communication and Family 
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Satisfaction scales, the higher range on the percentile scores is considered optimum. The 
FACES-IV has demonstrated high reliability and consistency and is widely used as an effective 
measure of family function. On the Family Communication scale, Chronbach Alpha reliability is 
.90 and test-retest reliability is .86. On the Family Satisfaction scale, Chronbach Alpha reliability 
is .92 and test-retest reliability is .85 indicating satisfactory internal consistency. Based on the 
responses of participants from the current study, the Family Communication scale obtained an 
alpha coefficient of α  = .88, while the Family Satisfaction scale obtained an alpha coefficient of 
α  = .91 (see Table 8).  
Rosenberg Self-Esteem Inventory (RSE). The Rosenberg Self-Esteem Inventory (RSE) 
(see Appendix F) is a 10 item, widely used measure of general self-esteem (Rosenberg, 1965). 
Respondents are provided with statements, which they are asked to rate using a four-point Likert 
scale. Ratings include: strongly agree, agree, disagree, and strongly disagree. Higher scores are 
associated with higher levels of self-esteem. Numerous studies have found the RSE to be one of 
the most valid measures of global self-esteem (Alfonso, 1995). The RSE has a test-retest 
reliability of .85 and Chronbach Alpha of .87 indicating satisfactory internal consistency. Based 
on the responses of participants from the current study, the Family RSE obtained an alpha 
coefficient of α  = .86 (see Table 8). The average score on the RSE in this study was 18.65 
indicating moderate levels of self-esteem (see Table 9). 
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Note. N = 97. Religiosity=derived from demographic survey. FACES-IV= Family Adaptability and Cohesion 
Evaluation Scale IV; RSE = Rosenberg Self-Esteem Scale. 
 
Data Analysis 
Various statistical methods were used to determine whether the hypothesized 
relationships are present in the study sample, using Statistical Package for the Social Sciences 
(SPSS) and Microsoft Excel. In the first stage of data analysis, descriptive statistics including 
means, standard deviations, and ranges for all study variables were examined. The second stage 
of data analysis included correlational analyses. Lastly, multiple regression analyses were 
conducted to determine which variables (i.e., FACES-IV, RSE, religiosity) predicted higher 
scores on measures of disordered eating (EAT-26) and the presence of risk factors (McKnight 
Risk Factor Survey).  
 
Table 8 
 
Scale Reliability 
_________________________________________________   
Scale                                                        α 
________________________________________________ 
  
Religiosity 
EAT-26  
.798 
.90 
FACES-IV  
 Family Communication .88 
 Family Satisfaction .91 
McKnight Risk Factor Survey  
 Confidence .81 
RSE .86 
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CHAPTER IV 
Results 
 The primary goal of this study was to explore the relationship of family and cultural 
variables as they relate to EDs in Modern Orthodox Jewish female adolescents. This chapter 
reports the descriptive statistics of the study sample, including means and standard deviations of 
dependent and independent variables. Means and standard deviations for the demographic 
information of the participants can be found in Tables 2 - 6 in the Methods section. The chapter 
then describes correlational analyses, including whether demographic variables, family systems 
variables, self-esteem, parent concern with thinness, and/or religiosity are associated with 
disordered eating and/or the presence of risk factors. The chapter then reviews regression 
analyses, including which variables can significantly predict disordered eating and/or an 
increased presence of risk factors in the study sample. Lastly, the chapter addresses the research 
questions and study hypotheses according to the data analyses. 
Descriptive Statistics  
In the first stage of data analysis, descriptive statistics including means, standard 
deviations, and ranges for all study variables were examined. Descriptive statistics for 
participants (including mean age, number of siblings, history of EDs), based on the demographic 
survey, were examined. Additionally, data analyses were performed to test the assumptions 
(including but not limited to the presence of outliers, normality, linearity, and homoscedasticity) 
of multiple regressions using the dependent and independent variables. Boxplots were used to 
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identify outliers, and in some instances log transformations were used to correct for the outliers. 
Bivariate correlations were conducted to determine multicollinearity, histograms were created to 
determine normality, and scatterplots were used to determine both linearity and 
homoscedasticity.  
Sample means and standard deviations. Participants reported on their levels of self-
esteem, disordered eating, the presence of risk factors, their parents’ concern with thinness, 
confidence, family systems, and religious observance. The sample means and standard deviations 
for each variable are presented in Table 9. 
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Table 9 
Note. N = 97. RSE = Rosenberg Self-Esteem Scale; ParConc = Parent Concern with Thinness derived from 
McKnight Risk factor Survey; McKnightTot = McKnight Risk Factor Survey Total Score; FACES – IV = Family 
Adaptability and Cohesion Evaluation Scale IV; Scores for RSE range from 0 – 30 with higher scores indicating 
higher self-esteem; Scale scores for Eat-26 range from 0 – 78 with higher scores indicating higher rate of disordered 
eating; LogEAT-26=log transformations of EAT-26 scores to correct for outliers. Percentile scores for FACES – IV 
subscales range from 1 – 99% with midrange scores indicating optimal family functioning; aScores for ParConc and 
Confidence that contributed to McKnightTot score; Scale scores for Religiosity range from 0 – 17, with higher 
scores denoting stricter religious observance. 
 
Descriptive Statistics of Study Variables 
Variable M SD Min Max Actual Range 
RSE 18.65 5.07 4 30 0 – 30 
Eat-26 
LogEAT-26 
13.28 
2.1405 
12.71 
.11101 
0 
-.69 
56 
4.03 
0 - 78 
McKnight Risk Survey     
   ParConca 1.84 .97 1 5 1 - 5 
   Confidencea 3.13 .78 1 5 1 - 5 
   McKnightTot 201.11 32.33 130 292  
FACES – IV      
    Cohesion 55.15 28.740 10 99 1 - 99 
    Flexibility 49.84 24.135 10 96 1 – 99 
    Disengagement 33.84 14.401 13 99 1 – 99 
    Enmeshment 24.89 11.604 10 80 1 – 99 
    Rigidity 38.23 15.270 12 80 1 – 99 
    Chaotic 28.19 16.613 10 95 1 – 99 
    Communication 49.44 27.370 10 99 1 – 99 
    Satisfaction 
Religiosity 
37.47 
5.59 
27.882 
2.73 
10 
0 
99 
15                 
1 - 99 
0 - 17 
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Self-Esteem/Confidence. On measures of self-esteem, participants indicated a moderate 
level of self-esteem (RSE, M = 18.65, SD = 5.07; Confidence, M = 3.13, SD = .78). Scores on the 
RSE range from 0 – 30 and on the Confidence cluster from the McKnight Risk Factor Survey, 0 
– 5, with higher scores indicating higher levels of self-esteem (See Table 9).  
Disordered Eating Attitudes and Behaviors. On the EAT-26, a measure of disordered 
eating, scores range from 0 – 78 with a score of 20 or higher indicting the individual is at-risk for 
disordered eating and may meet the diagnostic criteria for an ED. The sample total scores on the 
EAT-26, which indicate overall disordered eating behaviors, have a mean of 13.28 and a 
standard deviation of 12.7 (See Table 9). These scores indicate an increased level of disordered 
eating attitudes and behaviors overall, however, the large standard deviation indicates a large 
range in total scores among the participants. The highest score on the total scale was 56, which 
indicates clinical levels of disordered eating, while the lowest score was 0. Boxplots of EAT-26 
scores indicated the presence of outliers and histograms indicated the presence of a floor effect. 
A floor effect occurs when the measurements of the outcome variable result in very low scores 
possibly masking the effect of the predictor variables. Although the EAT-26 has been used 
effectively as a screening tool to identify undiagnosed cases of eating disorders in normal high 
school and college populations, it is derived from the EAT-40, a disordered eating measure 
designed to determine the severity of symptoms in a clinical population (Garner, et al., 1982). 
Floor effects often occur when measures designed for use in a clinical population are used as a 
screening tool in a normal population. Logarithm transformations were conducted on the 
outcome variable EAT-26 to correct for outliers, which also helped to improve the normality and 
‘goodness of fit’ of the data. The transformed scores of the EAT-26 (LogEAT-26) have a mean 
of 2.1405 and a standard deviation of .11101 (See Table 9). Twenty-four out of 97 participants 
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(24.75%) scored in the at-risk/clinical range for disordered eating. While scores in the at-
risk/clinical range are considered a risk factor for EDs and not a diagnosis, it is important to note 
that this rate is well above prevalence rates for EDs, which vary in the research, ranging from 3% 
of women (Patton, et al., 2003) to 10% of adolescent girls (Stice, et al., 2007).  
Overall Risk for EDs and Parent Concern with Thinness. Participants exhibited an 
overall moderate level of risk factors on the McKnight Risk Factor Survey (M = 201.1, SD = 
32.33) (See Table 9). The Parent Concern with Thinness score from the McKnight Risk Factor 
Survey is based on the mean of the participant’s rating of how important it is to their mother and 
father that they are thin. Response options include:  I do not have contact with anyone I think of 
as mother/father (0), never (1), a little (2), sometimes (3), a lot (4), always (5). Based on 
participant ratings, the average Parent Concern with Thinness score was 1.84 (SD = .97). For a 
more nuanced analysis, the Parent Concern with Thinness score was also examined separately as 
mother’s concern and father’s concern with thinness. The mean score for Mother’s Concern was 
2.15 (SD=1.17), while the mean score for Father’s Concern was 1.49 (SD =1.04) (see Table 10). 
Furthermore, Mother’s Concern with Thinness was significantly and positively correlated with 
Father’s Concern with Thinness on the McKnight Risk Factor Survey (r = .422, p < .01) 
Table 10 
Parent Concern with Thinness 
Variable M SD Min Max 
Mother’s 
Concern 
2.15 1.17 0 5 
Father’s 
Concern 
1.49 1.04 0 5 
Note. N = 97. Parent Concern with Thinness score derived from McKnight Risk factor Survey. 
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Family Systems. The FACES-IV (Olson, Goral, & Tiesel, 2006) (see Appendix D) 
measures the dimensions of family cohesion, family flexibility, family communication, and 
family satisfaction. There are two balanced scales that measure balanced family cohesion and 
balanced family flexibility. FACES-IV also contains four high and low extremes of cohesion and 
flexibility. There are two unbalanced scales for cohesion, Disengaged and Enmeshment. There 
are two unbalanced scales for flexibility, Rigid and Chaotic. Family, Communication, and 
Family Satisfaction scales are also included in the measure. Scale scores are transformed into 
percentile scores, which range from 10 to 99 with mid range being the optimum level. High and 
low percentile scores on the balanced and unbalanced scales indicate family dysfunction. On the 
Family Communication and Family Satisfaction scales, the higher range on the percentile scores 
is considered optimum. Scores on the balanced scales in this study averaged in the mid-range 
indicating connected (Cohesion, M=55.15, SD=28.7; see Table 9) and flexible families 
(Flexibility, M=49.84, SD=24.13; see Table 9). Average scores on the unbalanced scales in this 
study fell in the lower end of the mid-range indicating some possible concerns with family 
functioning. Mean scores on the unbalanced scales included Disengagement M=33.84 
(SD=14.4), Enmeshment M=24.89 (SD=11.6), Rigidity M=38.23 (SD=15.2), and Chaotic 
M=28.19 (SD=16.61) (see Table 9). The average score on the Family Communication scale fell 
in the Moderate range with a mean of M=49.44 (SD=27.37; see Table 9), indicating family 
members who generally feel good about their family communications but have some concerns. 
Furthermore, the average score on the Family Satisfaction scale also fell in the Low to Moderate 
range M=37.47 (SD=27.88; see Table 9), indicating family members who are somewhat satisfied 
and enjoy some aspects of their family. The standard deviation of Family Satisfaction was very 
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high indicating a highly skewed distribution, which violates the assumption of the 
multicollinearity of the data. 
Religiosity. Participants rated their religious observance on a scale of 0 – 17 with a 
higher total score reflecting stricter adherence to religious commandments. The average score of 
partipants’ self-reported religious observance was 5.6 (SD = 2.7; see Table 9) indicating low to 
moderate levels of Modern Orthodox religious observance.  
Correlational Analyses  
Correlations among Study Variables. This section presents intercorrelations among 
study variables as seen in Table 11. Intercorrelational relationships were examined among study 
variables to determine whether hypothesized relationships were present in the sample. Data 
analyses were performed to explore the relationships between ratings of family systems (on 
family dimensions including; cohesion, flexibility, communication, and satisfaction on the 
FACES-IV) and the presence of risk factors (McKnight Risk Factor Survey); ratings of family 
systems and disordered eating (EAT-26); ratings of family systems and self-esteem (RSE). The 
presence of risk factors was compared to disordered eating and self-esteem. Furthermore, 
measures of self-esteem on the McKnight Risk Factor Survey were compared to measures of 
self-esteem on the RSE to establish validity. Regression and predictive analyses were conducted 
as well. 
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Table 11 
 
Bivariate Correlations among the Study Variables 
 1 2 3 4 5 6 7 8 9 10 11   12     13 14 15 16 17 
1 Age     -                 
2 Height .048     -                
3 Weight -.018 .470**    -               
4 Religiosity  .022 -.199 .008    -              
5 RSE -.021 -.139 -.215* .362**     -             
6 Confidencea .010 -.141 -.201* .391** .687**    -            
7 Cohesionb .022 -.099 -.001 .323** .267** .195    -           
8 Flexibilityb .000 -.063 .006 .134 .127 .051 .624**     -          
9 Disengagementb .099 .123 .076 -.242* -.238* -.106 -.531** -.427**     -         
10 Enmeshmentb -.032 -.016 .032 .205* -.137 -.061 .129  .107  .072    -        
11 Rigidb -.062 -.080 -.019 .197 .001 .051 .342**  .391**  -.125 .366**       -       
12 Chaoticb .055 .018 -.012 -.203* -.234* -.188 -.498** -.535**  .452**  .056   -.189           -      
13 Communicationb -.088 -.035 -.079 .149 .221* .137 .700**  .685** -.499**  .129    .107  .072        -     
14 Satisfactionb -.036 -.214* -.097 .072 .233* .149 .594**  .611** -.421**  .037    .169 -.426**   .709**     -    
15 ParConca -.066 .199 .287** .053 -.296** -.215* -.106 -.140 .020 .109  -.131  .142 -.171 -.161    -   
16 Eat-26 .013 .018 .090 -.164 -.422** -.326** -.182 -.170 .233* .124   .068  .179     -.223* -.213* .318**     -  
17 McKnightTot .043 .210* .341** -.157 -.549** -.394** -.299** -.245* .315** .237*   .114  .240*    -.313** -.333** .492**  .662**     - 
Note. N = 97. RSE = Rosenberg Self-Esteem Scale; ParConc = Parent Concern with Thinness; McKnightTot = McKnight Risk Factor Survey Total Score;  
aScores for ParConc and Confidence that contributed to McKnightTot score.	  
bSubscales that are included in the Family Adaptability and Cohesion Evaluation Scale IV. 
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Self-Esteem/Confidence. Self-esteem as measured by the RSE was significantly and 
positively correlated with the Confidence score from the McKnight Risk Factor Survey (r = .687, 
p < .01), religiosity (r = .362, p < .01), Cohesion (r = .267, p < .01), Family Communication (r = 
.221, p < .05), and Family Satisfaction (r = .233, p < .05), from the FACES-IV. Self-esteem as 
measured by the RSE was significantly and negatively correlated with disordered eating on the 
EAT-26 (r = -.422, p < .01), overall risk factors on the McKnight Risk Factor Survey (r = -.549, 
p < .01), and Parent Concern with Thinness on the McKnight Risk Factor Survey (r = -.296, p < 
.01) (See Table 11). The Confidence score from the McKnight Risk Factor Survey was 
significantly and positively correlated with the RSE (r = .687, p < .01), religiosity (r = .391, p < 
.01). The Confidence score from the McKnight Risk Factor Survey was significantly and 
negatively correlated with Weight (r = -.201, p < .05), disordered eating on the EAT-26 (r = -
.326, p < .01), overall risk factors on the McKnight Risk Factor Survey (r = -.394, p < .01), and 
Parent Concern with Thinness on the McKnight Risk Factor Survey (r = -.215, p < .05) (See 
Table 11). 
Religiosity. The level of participants’ religious observance as measured by the 
Demographic Survey was significantly and positively correlated with the RSE (r = .362, p < .01), 
the Confidence score from the McKnight Risk Factor Survey (r = .391, p < .01), and the 
Cohesion scale (r = .323, p < .01) and the Enmeshment scale (r = .205, p < .05) from the 
FACES-IV. The level of participants’ religious observance was significantly and negatively 
correlated with the Disengagement scale (r = -.242, p < .05) and the Enmeshment scale (r = -
.203, p < .05) from the FACES-IV (See Table 11). 
Disordered Eating Attitudes and Behaviors. The level of participants’ disordered 
eating behaviors and attitudes as measured by the EAT-26 was significantly and positively 
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correlated with the overall risk factors on the McKnight Risk Factor Survey (r = .662, p < .01), 
Parent Concern with Thinness on the McKnight Risk Factor Survey (r = .318, p < .01), and 
Disengagement scale (r = .233, p < .05) from the FACES-IV. The level of participants’ 
disordered eating behaviors and attitudes as measured by the EAT-26 was significantly and 
negatively correlated with the RSE (r = -.422, p < .01), the Confidence score from the McKnight 
Risk Factor Survey (r = -.326, p < .01), Family Communication (r = -.223, p < .05) and Family 
Satisfaction (r = -.213, p < .05), from the FACES-IV (See Table 11). Bivariate correlations 
among all study variables with Log transformations of the EAT-26 can be viewed in Appendix 
L. 
Overall Risk Factors for EDs. The level of participants’ overall risk factor for EDs as 
measured by the McKnight Risk Factor Survey was significantly and positively correlated with 
Height (r = .210, p < .05), Weight (r = .341, p < .01), participants’ disordered eating behaviors 
and attitudes as measured by the EAT-26 (r = .662, p < .01), Parent Concern with Thinness on 
the McKnight Risk Factor Survey (r = .494, p < .01), the Disengagement scale (r = .315, p < 
.01), Enmeshment scale (r = .237, p < .05), and Chaotic scale (r = .240, p < .05) from the 
FACES-IV (See Table 10). The level of participants’ overall risk factor for EDs as measured by 
the McKnight Risk Factor Survey was significantly and negatively correlated with RSE (r = -
.549, p < .01), the Confidence score from the McKnight Risk Factor Survey (r = -.394, p < .01), 
the Cohesion scale (r = -.299, p < .01) and the Flexibility scale (r = -.245, p < .05) from the 
FACES-IV, Family Communication (r = -.313, p < .01) and Family Satisfaction (r = -.333, p < 
.01), from the FACES-IV (See Table 11). 
Parent Concern with Thinness. Parents’ concern with the participants’ body size as 
measured by the Parent Concern with Thinness score on the McKnight Risk Factor Survey was 
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significantly and positively correlated with Weight (r = .287, p < .01), participants’ disordered 
eating behaviors and attitudes as measured by the EAT-26 (r = .318, p < .01), and overall risk 
factors on the McKnight Risk Factor Survey (r = .492, p < .01) (See Table 11). Parents’ concern 
with the participants’ body size as measured by the Parent Concern with Thinness score on the 
McKnight Risk Factor Survey was significantly and negatively correlated with RSE (r = -.296, p 
< .01) and the Confidence score from the McKnight Risk Factor Survey (r = -.215, p < .05) (See 
Table 11). 
Cohesion. Family cohesiveness as measured by the Cohesion score on the balanced scale 
of the FACES-IV was significantly and positively correlated with religiosity (r = .323, p < .01), 
the RSE (r = .267, p < .01), the Flexibility scale (r = .624, p < .01) from the FACES-IV, Family 
Communication (r = .700, p < .01) and Family Satisfaction (r = .594, p < .01), from the FACES-
IV (See Table 11). Family cohesiveness as measured by the Cohesion score on the balanced 
scale of the FACES-IV was significantly and negatively correlated with overall risk factors on 
the McKnight Risk Factor Survey (r = -.299, p < .01), the Disengagement scale (r = -.531, p < 
.01) and the Chaotic scale from the FACES-IV (r = -.498, p < .01) (See Table 11). 
Flexibility. Flexibility in the family system as measured by the Flexibility score on the 
balanced scale of the FACES-IV was significantly and positively correlated with the Cohesion 
scale (r = .624, p < .01) from the FACES-IV, the Rigidity scale (r = .391, p < .01) from the 
FACES-IV, Family Communication (r = .685, p < .01) and Family Satisfaction (r = .611, p < 
.01), from the FACES-IV (See Table 11). Flexibility in the family unit as measured by the 
Flexibility score on the balanced scale of the FACES-IV was significantly and negatively 
correlated with overall risk factors on the McKnight Risk Factor Survey (r = -.245, p < .05), the 
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Disengagement scale (r = -.427, p < .01) and the Chaotic scale from the FACES-IV (r = -.535, p 
< .01) (See Table 11). 
Disengagement. Family disengagement as measured by the Disengagement score on the 
unbalanced scale of the FACES-IV was significantly and positively correlated with participants’ 
disordered eating behaviors and attitudes as measured by the EAT-26 (r = .233, p < .05), and 
overall risk factors on the McKnight Risk Factor Survey (r = .315, p < .01), and the Chaotic 
scale from the FACES-IV (r = .452, p < .01) (See Table 11). Family disengagement as measured 
by the Disengagement score on the unbalanced scale of the FACES-IV was significantly and 
negatively correlated with religiosity (r = -.242, p < .05), the RSE (r = -.238, p < .05), the 
Cohesion scale (r = -.537, p < .01) and the Flexibility scale (r = -.427, p < .01) from the FACES-
IV, Family Communication (r = -.499, p < .01) and Family Satisfaction (r = -.421, p < .01), from 
the FACES-IV (See Table 11). 
Enmeshment. Family enmeshment as measured by the Enmeshment score on the 
unbalanced scale of the FACES-IV was significantly and positively correlated with religiosity (r 
= .205, p < .05), overall risk factors on the McKnight Risk Factor Survey (r = .237, p < .05) as 
predicted, and the Rigidity scale (r = .366, p < .01) from the FACES-IV (See Table 11).  
Rigid. Family rigidity as measured by the Rigid score on the unbalanced scale of the 
FACES-IV was significantly and positively correlated with the Cohesion scale (r = .342, p < 
.01), the Flexibility scale (r = .391, p < .01), and the Enmeshment scale (r = .366, p < .01), from 
the FACES-IV, and Family Communication (r = .264, p < .01) from the FACES-IV (See Table 
11). 
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Chaotic. Chaos in the family system as measured by the Chaotic score on the unbalanced 
scale of the FACES-IV was significantly and positively correlated with overall risk factors on the 
McKnight Risk Factor Survey (r = .240, p < .05) and the Disengagement scale (r = -.452, p < 
.01) from the FACES-IV (See Table 11). Chaos in the family system was significantly and 
negatively correlated with religiosity (r = -.203, p < .05), the RSE (r = -.234, p < .05), the 
Cohesion scale (r = -.498, p < .01) and the Flexibility scale (r = -.535, p < .01) from the FACES-
IV, Family Communication (r = -.562, p < .01) and Family Satisfaction (r = -.426, p < .01), from 
the FACES-IV (See Table 11). 
Communication. Communication in the family system as measured by the 
Communication score on the FACES-IV was significantly and positively correlated with the 
RSE (r = .221, p < .05), the Cohesion scale (r = .700, p < .01), the Flexibility scale (r = .685, p < 
.01) and the Rigidity scale (r = .264, p < .01) from the FACES-IV, and Family Satisfaction (r 
=.709, p < .01), from the FACES-IV (See Table 11). Communication in the family system was 
significantly and negatively correlated with disordered eating behaviors and attitudes on the 
EAT-26 (r = -.223, p < .05), overall risk factors on the McKnight Risk Factor Survey (r = -.313, 
p < .01), the Disengagement scale (r = -.499, p < .01) and the Chaotic scale from the FACES-IV 
(r = -.562, p < .01) (See Table 11). 
Satisfaction. Satisfaction with the family system as measured by the Satisfaction score 
on the FACES-IV was significantly and positively correlated with the RSE (r = .233, p < .05), 
the Cohesion scale (r = .594, p < .01) and the Flexibility scale (r = .611, p < .01) from the 
FACES-IV, and Family Communication (r =.709, p < .01), from the FACES-IV (See Table 10). 
Communication in the family system was significantly and negatively correlated with disordered 
eating behaviors and attitudes on the EAT-26 (r = -.213, p < .05), overall risk factors on the 
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McKnight Risk Factor Survey (r = -.333, p < .01), the Disengagement scale (r = -.421, p < .01) 
and the Chaotic scale from the FACES-IV (r = -.426, p < .01) (See Table 11).  
Summary. Of all the family system dimensions examined, family communication and 
satisfaction were the most highly associated with self-esteem (positively), disordered eating 
attitudes and behaviors and overall risk factors for EDs (negatively). In addition, the participants’ 
self-perceptions of their parents’ concern with their body weight was also associated with self-
esteem, disordered eating attitudes and behaviors and overall risk factors for EDs. As predicted, 
self-esteem was highly associated with disordered eating attitudes and behaviors and overall risk 
factors for EDs. Interestingly, self-esteem was also associated with positive family 
communication and high levels of family satisfaction. Surprisingly religiosity was not associated 
with disordered eating and overall risk factors for EDs as predicted. However, stricter religious 
observance was associated with higher levels of self-esteem and lower levels of family 
dysfunction.   
Research Question Analyses and Hypotheses Testing 
This section presents the results from the data analyses conducted to address the research 
questions and study hypotheses. Multiple regression analyses were conducted to determine 
which variables (i.e., FACES-IV, RSE, religiosity) predicted higher scores on measures of 
disordered eating (EAT-26) and the presence of risk factors (McKnight Risk Factor Survey). 
Histograms were used to determine the normality of distributions, boxplots were used to 
determine the presence of outliers and if necessary were corrected using log transformations. The 
significance of predictor variables was determined using the standardized beta values. A negative 
beta value indicated a negative association between the predictor and the outcome variable, while 
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a positive beta value indicated a positive association. Furthermore, higher beta values indicated a 
stronger contribution to the outcome variable. 
In the course of prior data analyses the PI determined that the data violated several 
assumptions of multiple regression including the presence of outliers, normality linearity, and 
homoscedasticity. Logarithm transformations were conducted on the outcome variable EAT-26 
to correct for outliers, which also helped to improve the normality and ‘goodness of fit’ of the 
data. Significant predictors to the outcome variables were identified using standardized beta 
values with negative beta values indicating a negative relationship and positive beta values 
indicating a positive relationship between the predictor and the outcome variables.  
Research Questions 
Question 1. Is there a relationship between family functioning of Modern Orthodox Jewish families 
and prevalence of EDs in Modern Orthodox Jewish female adolescents? 
  Correlational analyses were conducted to explore the relationship between family 
functioning in Modern Orthodox Jewish families and prevalence of disordered eating in Modern 
Orthodox Jewish female adolescents. As described in the previous section, the overall presence 
of  risk factors of EDs was significantly associated with family functioning such that higher 
levels of cohesion and flexibility in the family resulted in lower levels of risk factors of EDs. 
Furthermore, lower levels of disengagement and enmeshment in the family resulted in  lower 
levels of risk factors of EDs as well. Disordered eating behaviors and attitudes were not 
significantly associated with family functioning. However, poor family communication and 
lower levels of family satisfaction were significantly associated with higher levels of both 
disordered eating and the overall presence of  risk factors of EDs. 
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Question 2. Do Modern Orthodox Jewish adolescent girls perceive more concern from their parents 
regarding their body weight than the general population? 
  Independent samples t-Tests were conducted comparing the means for Parental Concern 
with Thinness from the McKnight Risk Factor Survey in the current study (M = 1.84, SD = .97) 
with norms provided by the McKnight researchers at Stanford University (M = 1.2, SD = .6).  
According to the results of the analysis, Modern Orthodox Jewish adolescent girls perceive a 
significantly greater concern from their parents regarding their thinness than the general 
population (see Table 12). 
Table 12 
Independent Samples t-Test for Parent Concern with Thinness  
 Mean (SD) t (df) Sig. 
 McKnight 
Study Mean 
Current Study 
Mean 
  
ParConc 1.2  (.6) 1.84  (.965) 8.02 (451) .0001 
Note. N = 356 for McKnight Study Mean; N = 97 for Current Study Mean; * p < .05; ParConc=Subscale scores from 
McKnight Risk Factor Survey. 
Question 3. What are the risk factors associated with EDs in Modern Orthodox Jewish female 
adolescents including family functioning, cultural, and individual? 
  Multiple regression analysis was used to answer this questions. Participants’ responses on 
Parental Concern with Thinness (ParConc), Religiosity, RSE, Confidence (derived from 
McKnight Risk Factor Survey), and dimensions of family functioning including Cohesion, 
Flexibility, Disengagement, Enmeshment, Rigid, Chaotic, Communication, and Satisfaction were 
entered as predictor variables with log transformation of EAT-26 the outcome variable on model 
one (see Tables 13 and 14) and McKnight Total score the outcome variable on model two (see 
Tables 13 and 15). None of the variables significantly predicted disordered eating attitudes and 
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behaviors (LogEAT-26). However, family rigidity (Rigid, β  .238, Sig. .009), self-esteem (RSE, 
β  -.286, Sig. .011), and parental concern with thinness (ParConc, β  .384, Sig. .000) were 
significant predictors of the overall risk level for EDs (McKnight Risk Factor Survey) (see Table 
15).  
Table 13 
 Hierarchical Multiple Regression: R Statistics for Independent Variables as Predictors of EDs in 
Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.437 
.735 
.191 
.540 
.076 
.474 
1.05125 
23.443 
.191 
.540 
1.653 
8.210 
12 
12 
84 
84 
.092 
.000 
Note.	  N	  =	  97.	  Predictors	  for	  both	  Models:	  Religiosity	  Score	  from	  Demographic	  Survey,	  RSE = Rosenberg Self-Esteem 
Scale; ParConc = Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score, 
And Subscale Scores included in the FACES IV=Family Adaptability and Cohesion Evaluation Scale IV. 
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Table 14 
Coefficients of Family Functioning Variables Predicting EDs in Modern Orthodox Jewish 
Adolescent Females 
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
  ParConc 
  Religiosity 
  RSE 
  Confidence 
  FACES IV 
    Cohesion 
    Flexibility 
    Disengag 
    Enmesh 
    Rigid 
    Chaotic 
    Communicat 
    Satisfaction 
 
 .152 
 .009 
-.055 
 -.168 
  
 .001 
-.005 
-.003 
 .009 
 .007 
-.004 
-.003 
 .003 
 
.122 
.048 
.032 
.197 
 
.006 
.007 
.010 
.011 
.008 
.008 
.007 
.006 
 
 .134 
 .023 
-.253 
-.119 
 
 .014 
-.111 
-.035 
 .097 
.101 
-.057 
-.084 
 .071 
  
1.245               .217 
.191                 .849 
-1.731              .087 
-.850                .398 
 
 .086                  .932 
-.719                 .474 
-.282                 .778 
 .865                 .389 
 .853                 .396 
-.447                .656 
-.485                .629 
 .475                .636 
Note.	  N	  =	  97.	  Predictors:	  Religiosity	  Score	  from	  Demographic	  Survey,	  RSE = Rosenberg Self-Esteem Scale; ParConc = 
Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score, 
And Subscale Scores included in the FACES IV=Family Adaptability and Cohesion Evaluation Scale IV. 
Outcome Variable: LogEAT-26  
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Table 15 
Coefficients of Family	   Functioning	   Variables Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
  ParConc 
  Religiosity 
  RSE 
  Confidence 
  FACES IV 
    Cohesion 
    Flexibility 
    Disengag 
    Enmesh 
    Rigid 
    Chaotic 
    Communicat 
    Satisfaction 
 
 12.866 
 -.522 
-1.83 
 -2.840 
  
 -.087 
-.164 
 .328 
 .260 
 .503 
-.138 
 -.011 
 -.089 
 
2.726 
1.077 
.704 
4.402 
 
.135 
.156 
.212 
.236 
.189 
.188 
.155 
.130 
 
 .384 
 -.044 
-.286 
-.068 
 
 -.077 
-.123 
.146 
.093 
.238 
-.071 
-.010 
-.077 
  
4.720               .000 
-.485                .629 
-2.589              .011 
-.645                .521 
 
-.644                .521 
-1.053              .296 
1.546               .126 
1.103               .273 
2.668               .009 
-.734                .465 
-.073                .942 
-.682                .497 
Note.	  N	  =	  97.	  Predictors:	  Religiosity	  Score	  from	  Demographic	  Survey,	  RSE = Rosenberg Self-Esteem Scale; ParConc = 
Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score, 
And Subscale Scores included in the FACES IV=Family Adaptability and Cohesion Evaluation Scale IV. 
Outcome Variable: McKnight Risk Factor Survey Total Score 
 
Hypotheses 
Hypothesis 1: There will be an association between family functioning of Modern 
Orthodox Jewish families and EDs, such that unbalanced family systems, specifically 
enmeshmed and rigid families, will significantly predict disordered eating in Modern Orthodox 
Jewish adolescent females. 
  Following correlational analysis several variables were associated with measures of 
disordered eating and risk levels of EDs. Family cohesion, family flexibiliy, family 
communication, and family satisfaction had negative relationships with mesures of EDs, while 
family enmeshment, family disengagement, and family chaos were positively associated with 
EDs (see Table 11). However, multiple regression analysis failed to support this hypothesis. 
Using multiple regression analysis, participants’ responses on dimensions including Cohesion, 
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Flexibility, Disengagement, Enmeshment, Rigid, Chaotic, Communication, and Satisfaction were 
entered as predictor variables with log transformation of EAT-26 the outcome variable on model 
one (see Tables 16 and 17) and McKnight Total score the outcome variable on model two (see 
Tables 16 and 18). None of the dimensions of family functioning were significant predictors of 
disordered eating behaviors and attitudes or overall risk factors for EDs (McKnight Total).  
Table 16 
 
 Hierarchical Multiple Regression: R Statistics for Dimensions of Family Functioning as 
Predictors of EDs in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.228 
.483 
.052 
.233 
-.034 
.164 
1.11189 
29.561 
.052 
.233 
.603 
3.349 
8 
8 
88 
88 
.773 
.002 
Note. N = 97.  
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Table 17 
 
Coefficients of Family	   Functioning	   Variables Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
   Cohesion 
   Flexibility 
   Disengag 
   Enmesh 
   Rigid 
   Chaotic 
   Communicat 
   Satisfaction 
 
-.002 
-.002 
-.003 
 .016 
 .005 
 4.259E-5 
-.004 
.000 
 
.006 
.007 
.010 
.011 
.009 
.009 
.007 
.006 
 
-.055 
-.046 
-.040 
.169 
.076 
.001 
-.092 
.004 
  
-.336               .738 
-.282               .778 
-.307                .760 
1.484               .141 
.622                 .536 
.005                 .996 
-.500                .619 
.027                 .978 
Note. N = 97.  Outcome Variable: LogEAT-26  
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Table 18 
Coefficients of Family	   Functioning	   Variables Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 2 
   Cohesion 
   Flexibility 
   Disengag 
   Enmesh 
   Rigid 
   Chaotic 
   Communicat 
   Satisfaction 
 
-.177 
 -.069 
 .282 
 .551 
 .361 
 .017 
 -.045 
-.186 
 
.165 
.194 
.261 
.285 
.234 
.234 
.195 
.161 
 
-.158 
-.052 
 .126 
 .198 
 .171 
.009 
-.038 
-.160 
  
-1.078              .284 
-.357                .722 
1.080               .283 
1.932               .057 
1.548               .125 
.074                 .942 
-.230                .818 
-1.152              .252 
Note. N = 97. Subscale Scores included in the FACES IV=Family Adaptability and Cohesion Evaluation Scale IV. 
Outcome Variable: McKnight Total Score 
 
  In a separate regressional analysis of family functioning and EDs, Enmeshment and 
Rigidity alone were entered as predictor variables with LogEat-26 the outcome variable on 
model one (see Table 19 and 20) and McKnight Total score the outcome variable on model two 
(see Table 19 and 21). In this analysis, Enmeshment was a significant predictor (β  .225, Sig. 
.039) of the overall presence of risk factors or EDs (McKnight Total), further supporting 
hypothesis one. Therefore, hypothesis 1 was partially supported as there are several positive and 
negative correlations between family functiong and measures of EDs indicating an association 
between family functioning and measures of EDs but no predictive relationship. 
Table 19 
 Hierarchical Multiple Regression: R Statistics for Enmeshment and Rigidity as Predictors of 
EDs in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.180 
.238 
.032 
.057 
.012 
.037 
1.08688 
31.724 
.032 
.057 
1.572 
2.834 
2 
2 
94 
94 
.213 
.064 
Note. N = 97.  
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
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Table 20 
Coefficients of Enmeshment	   and	   Rigidity	   Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
   Enmesh 
   Rigid 
 
.016 
.001 
 
.010 
.008 
 
.172 
.020 
  
1.573             .119 
.185               .854 
Note. N = 97. Enmeshment and Rigidity Subscale Scores included in the FACES IV=Family Adaptability and Cohesion 
Evaluation Scale IV. Outcome Variable: LogEAT-26  
 
 
Table 21 
Coefficients of Enmeshment	   and	   Rigidity	   Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 2 
   Enmesh 
   Rigid 
 
 .626 
 .068 
 
.300 
.228 
 
.225 
.032 
  
2.089              .039 
.299                .766 
Note. N = 97. Enmeshment and Rigidity Subscale Scores included in the FACES IV=Family Adaptability and Cohesion 
Evaluation Scale IV. Outcome Variable: LogEAT-26. 
 
Hypothesis 2: Modern Orthodox Jewish adolescent females who perceive greater parental 
concern with their thinness will score higher on measures of disordered eating. 
  As previously discussed Modern Orthodox Jewish adolescent females’ perceptions of 
their parents concern with their thinness (ParConc) was positively correlated with measures of 
EDs, the EAT-26 (r = .318, p < .01) and with overall risk factors of EDs on the McKnight Risk 
Factor Survey (r = .492, p < .01) (See Table 11). In multiple regressional analysis of parents’ 
concern with thinness and EDs, Parent Concern with Thinness (ParConc, derived from the 
McKnight Risk Factor Survey) was entered as a predictor variable with LogEat-26 the outcome 
variable on model one (see Table 22 and 23) and McKnight Total score the outcome variable on 
model two (see Table 22 and 23). In this analysis, ParConc was a significant predictor of 
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disordered eating (LogEat-26, β  .242, Sig. .017) and the overall presence of risk factors or EDs 
(McKnight Total, β  .492, Sig. .000), supporting hypothesis two. However, the effect size of 
ParConc was much stronger for the McKnight Total score than the EAT-26 indicating a stronger 
practical significance. Hypothesis two is supported. 
Table 22 
 Hierarchical Multiple Regression: R Statistics for ParentConc as Predictor of EDs in Modern 
Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.242 
.492 
.058 
.242 
.049 
.234 
1.06646 
28.284 
.058 
.242 
5.898 
30.389 
1 
1 
95 
95 
.017 
.000 
Note. N = 97. ParConc = Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score. aOutcome 
Variable: LogEAT-26  bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Table 23 
Coefficients of ParConc	  Predicting EDs	  in	  Modern	  Orthodox	  Jewish	  Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1a 
   ParConc  
Model 2b 
   ParConc 
 
.274 
 
16.485 
 
.234 
 
2.990 
 
.242 
 
.492 
  
2.429             .017 
    
5.513             .000             
Note. N = 97. ParConc = Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score. aOutcome 
Variable: LogEAT-26  bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Hypothesis 3: Modern Orthodox Jewish female adolescents will perceive greater parental 
concern with their thinness than the general population. 
Hypothesis 3 is supported. Independent samples t-Tests were conducted comparing the 
means for Parental Concern with Thinness from the McKnight Risk Factor Survey in the current 
study (M = 1.84, SD = .97) with norms provided by the McKnight researchers at Stanford 
University (M = 1.2, SD = .6).  According to the results of the analysis, Modern Orthodox Jewish 
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adolescent girls perceive a significantly greater concern from their parents regarding their 
thinness than the general population (see Table 12). 
Hypothesis 4: Lower scores on measures of self-esteem will be associated with higher 
scores on measures of disordered eating. 
  Hypothesis 4 is supported by correlational analysis. As depicted in Table 10, Self-esteem 
as measured by the RSE was significantly and negatively correlated with disordered eating on 
the EAT-26 (r = -.422, p < .01) and overall risk levels on the McKnight Risk Factor Survey (r = -
.549, p < .01) indicating that lower scores on measures of self-esteem were associated with 
higher scores on measures of disordered eating. 
Hypothesis 5: Family rigidity, family enmeshment, parental concern with thinness, and 
low self-esteem will predict  higher levels of disordered eating. 
Hypothesis 5 is partially supported. Family rigidity and enmeshment did not predict 
higher levels of disordered eating (LogEAT-26) (see Table 20). However, parental concern with 
thinness (ParConc) did significantly predict higher levels of disordered eating (LogEAT-26, β  
.732, Sig. .019)(see Table 22 and 23). Self-esteem as measured by the RSE was a significant 
predictor of disordered eating (LogEAT-26, β  -.307, Sig. .022)(see Table 24 and 25). The 
Confidence score derived from the McKnight Risk Factor Survey did not significantly predict 
scores on the LogEat-26 (see Table 24 and 25). 
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Table 24 
 Hierarchical Multiple Regression: R Statistics for Self-Esteem as Predictor of EDs in Modern 
Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.377 
.550 
.142 
.302 
.124 
.287 
1.02349 
27.290 
.142 
.302 
7.775 
20.343 
2 
2 
94 
94 
.001 
.000 
Note. N = 97. Predictor Variables: RSE=Rosenberg Self-Esteem Scale and Confidence score derived from McKnight Risk Factor 
Survey. 
aOutcome Variable: LogEAT-26. bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Table 25 
Coefficients of Self-­‐Esteem	  Predicting EDs	  in	  Modern	  Orthodox	  Jewish	  Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1a 
   RSE 
   Confidence  
Model 2b 
   RSE 
   Confidence 
 
-.066 
-.130 
 
-.3.363 
-1.332 
 
.028 
.185 
 
.756 
4.928 
 
-.307 
        -.093 
 
        -.527 
        -.032 
  
-2.335            .022 
 -.705             .482  
 
-4.446            .000 
-.270              .788          
Note. N = 97. . Predictor Variables: RSE=Rosenberg Self-Esteem Scale and Confidence score derived from McKnight Risk 
Factor Survey. 
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
Hypothesis 6: Family rigidity, family enmeshment, parental concern with thinness, and 
low self esteem will predict higher risk levels of EDs. 
Hypothesis 6 is supported. Self-esteem (RSE, β  -.286, Sig. .011), and parental concern 
with thinness (ParConc, β  .384, Sig. .000) were significant predictors of higher risk levels for 
EDs (McKnight Risk Factor Survey) (see Table 15). In additional analysis (see Table 20), 
Enmeshment was a significant predictor (β  .225, Sig. .039) of the overall presence of risk factors 
or EDs (McKnight Total). Furthermore as indicated in Tables 23 and 25, parental concern with 
thinness (ParConc, β  .492, Sig. .000)  and self-esteem (RSE, β  -.527, Sig. .000) were  significant 
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predictors of the overall levels of risk factors or EDs (McKnight Total), thus supporting 
hypothesis 6. Effect sizes are moderate. 
Hypothesis 7: There will be an association between level of religious adherence of 
Modern Orthodox adolescent girls and EDs, such that less strict religious adherence will be 
positively correlated with the presence of EDs. 
 Hypothesis 7 was not supported by correlational analysis or multiple regression analysis. 
In multiple regression analysis of religiosity and EDs, Religiosity (derived from the 
Demographic Survey) was entered as a predictor variable with LogEat-26 the outcome variable 
on model one (see Table 26 and 27) and McKnight Total score the outcome variable on model 
two (see Table 26 and 27). Religiosity was not a significant predictor of disordered eating or the 
level of risk of EDs. 
Table 26 
       Hierarchical Multiple Regression: R Statistics for Religiosity as Predictor of EDs in Modern 
Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.066 
.157 
.004 
.025 
-.006 
.014 
1.09665 
32.091 
.004 
.025 
.420 
2.405 
1 
1 
95 
95 
.518 
.124 
Note. N = 97. Predictor: Religiosity Score from Demographic Survey.  
aOutcome Variable: LogEAT-26 bOutcome Variable: McKnight Risk Factor Survey Total Score  
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Table 27 
Coefficients of Religiosity	  Predicting EDs	  in	  Modern	  Orthodox	  Jewish	  Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1a 
   Religiosity  
Model 2b 
   Religiosity 
 
-.027 
 
-1.863 
 
.041 
 
1.201 
 
-.066 
 
-.157 
  
-.648             .518 
    
-1.551           .124            
Note. N = 97. Predictor: Religiosity Score from Demographic Survey.  
aOutcome Variable: LogEAT-26 bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Summary of Findings from Question Analyses and Hypotheses Testing 
 Table 28 provides a summary of the results of the data analyses conducted to address the 
study’s research questions and hypotheses.  
 Questions 1 and 3 and hypotheses 1, 5, and 6 addressed specific risk factors of 
EDs in Modern Orthodox Jewish female adolescents. Correlational and multiple regression 
analysis indicated a relationship between family functioning of Modern Orthodox Jewish 
families and prevalence of EDs in Modern Orthodox Jewish female adolescents. Furthermore, 
family dysfunction (enmeshment) was a significant predictor of higher levels of risk for EDs, 
while parental concern with thinness and self-esteem were significant predictors of both higher 
levels of risk for EDs and disordered eating attitudes and behaviors in Modern Orthodox Jewish 
female adolescents. Question 2 and hypotheses 2 and 3 addressed parental concern with thinness.  
Independent Samples t-Tests indicated that Modern Orthodox Jewish adolescent girls perceive a 
significantly greater concern from their parents regarding their thinness than the general 
population, while multiple regression analysis indicated that Modern Orthodox Jewish 
adolescent females who perceived greater parental concern with their thinness scored higher on 
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measures of disordered eating. Hypothesis 4 was supported, as lower scores on measures of self-
esteem were associated with higher scores on measures of disordered eating. Hypothesis 7 was 
not supported as strictness of religious observance (religiosity) was not a significant predictor of 
higher levels of risk for EDs and/or disordered eating attitudes and behaviors in Modern 
Orthodox Jewish female adolescents. Additional predictive analysis was conducted on 
demographic variables including parents’ marital status, parents’ education level, and family 
history of EDs to determine if any were significant predictors of EDS. None of the demographic 
variables tested were significant predictor (see Appendix M). All of the multiple regression 
analyses previously discussed were conducted with non-transformed EAT-26 as well but will not 
be discussed here (see Appendix N). 
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Table 28 
Summary of Findings from Question Analyses and Hypotheses Testing 
Q/HO  Study Questions/Hypotheses Findings 
Q1 Is tIIs there a relationship between family functioning of Modern 
Orthodox Jewish families and prevalence of EDs in Modern 
Orthodox Jewish female adolescents? 
 
Yes, both correlational and multiple regression analysis indicate 
a relationship	   between	   family	   functioning	   of	   Modern	  Orthodox	   Jewish	   families	  and	  prevalence	  of	  EDs	   in	  Modern	  Orthodox	  Jewish	  female	  adolescents. 
Q2 Do Do Modern Orthodox Jewish adolescent girls perceive more 
concern from their parents regarding their body weight than 
the general population? 
 
Yes, independent samples t-Tests indicated that Modern	  Orthodox	   Jewish	   female	   adolescents	   perceive	   greater	  parental	   concern	   with	   their	   thinness	   than	   the	   general	  population. 
Q3 WhWhat are the risk factors associated with EDs in Modern 
Orthodox Jewish female adolescents including family 
functioning, cultural, and individual? 
 
Family dysfunction (enmeshment and rigidity), parental concern 
with thinness, and self-esteem were associated with EDs in	  Modern	  Orthodox	  Jewish	  female	  adolescents.	  Religiosity	  was	  not.	   
H1 TheThere will be an association between family functioning of 
Modern Orthodox Jewish families and EDs, such that 
unbalanced family systems, specifically enmeshmed and 
rigid families, will significantly predict disordered eating in 
Modern Orthodox Jewish adolescent females. 
Partially supported. Several dimensions of family functioning 
were associated with measures of EDs in correlational analysis. 
Multiple Regression analysis indicated that family enmeshment 
is a significant predictor of the overall presence of risk factors of 
EDs. 
H2  
MoModern Orthodox Jewish adolescent females who perceive 
greater parental concern with their thinness will score 
higher on measures of disordered eating. 	  
Supported. Multiple regression analysis indicated that Modern	  Orthodox	   Jewish	  adolescent	   females	  who	  perceived	  greater	  parental	   concern	   with	   their	   thinness	   scored	   higher	   on	  measures	  of	  disordered	  eating. 
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Table 28 continued 
Q/HO  Study Questions/Hypotheses Findings 
H3 Is  Modern Orthodox Jewish adolescent females will perceive 
greater parental concern with their thinness than the general 
population. 
Supported. Independent Samples t-Tests indicated that Modern	  Orthodox	   Jewish	   adolescent	   girls	   perceive	   a	   significantly	  greater	  concern	  from	  their	  parents	  regarding	  their	  thinness	  than	  the	  general	  population. 
H4 Do  Lower scores on measures of self-esteem will be associated 
with higher scores on measures of disordered eating. 
Supported. Self-esteem (RSE) was significantly and negatively 
correlated with measures of EDs (EAT-26 and McKnight Risk 
Factor Survey). 
H5 FFFFamily dysfunction, parental concern with thinness, and low 
self-esteem will predict higher levels of disordered eating. 
 
Partially supported. Parental concern with thinness and low self-
esteem significantly predicted higher levels of disordered eating. 
Family dysfunction did not. 
H6 Family	  dysfunction,	  parental	  concern	  with	  thinness,	  and	  low	  self-­‐esteem	  will	  predict	  higher	  risk	  levels	  of	  EDs.	   Supported. Correlational and multiple regression analysis indicated that family	   dysfunction,	   parental	   concern	   with	  thinness,	  and	  low	  self-­‐esteem	  predicted	  higher	  risk	  levels	  of	  EDs. 
H7  
TTThere will be an association between the level of religious 
observance of Modern Orthodox Jewish adolescent girls 
and the EDs, such that less strict religious observance will 
be positively correlated with the presence of EDs. 
Not supported. Religiosity was not significantly correlated with 
the EAT-26 or the Mcknight Risk Factor Survey. Religiosity 
was also not a significant predictor of disordered eating attitudes 
and behavior (EAT-26) or overall risk levels of EDs (Mcknight 
Risk Factor Survey). 
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CHAPTER V 
Discussion 
This chapter describes the findings obtained from the statistical analyses of the current 
study. The chapter also addresses the potential implications of these findings, limitations of the 
study, and suggestions for future research related to the area of study. The Modern Orthodox 
Jewish Community may be at higher risk for ED because their religion, culture, and family 
systems have been associated with risk factors that may lead to an ED. The current study aimed 
to explore these relationships to increase the current understanding of EDs in this community 
that may aid in the future development of primary interventions and treatment programs. A 
family systems model was used to examine the prevalence of EDs in Modern Orthodox Jewish 
adolescents.  
Key Findings 
Disordered Eating and Overall Risk for EDs. The research sample as a whole 
exhibited a high level of disordered eating attitudes and behaviors. Twenty-four out of 97 
participants (24.75%) scored in the at-risk/clinical range for disordered eating and an additional 
eight participants scored just under the criterion score of 20. While scores in the at-risk/clinical 
range are not a diagnosis they are a significant risk factor for EDs. The prevalence rate of 
disordered eating in the study sample is well above prevalence rates for EDs, which vary in the 
research, ranging from 3% of women (Patton, et al., 2003) to 10% of adolescent girls (Stice, et 
al., 2007). The higher prevalence rate of disordered eating in the study sample, which consisted 
of Modern Orthodox Jewish female adolescents, supports prior research that indicated higher 
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prevalence rates of EDs in this population than the general population (Baruchin, 1998; Latzer et 
al., 2008; Pinhas et al., 2008). The research sample as a whole exhibited moderate to high levels 
of overall risk for EDs. Data analysis indicated that participants’ self-reported disordered eating 
was highly correlated with their self-reported overall level of risk factors for EDs. As expected, 
the higher the levels of disordered eating, the higher the overall level of risk factors for EDs.  
Family Systems. The basic assumption of Family System models is that current family 
system functioning maintains maladaptive and symptomatic behaviors in the family and 
individual family members. The family systems model used in the current study was the 
Circumplex Model of Family Functioning (Olson & Gorall, 2003), with family dimensions 
including, cohesion, flexibility, communication, and satisfaction, which are essential to family 
functioning. According to Olson and Gorall (2003), characteristics of unbalanced family systems 
include: rigidity, chaotic, enmeshment, and disengagement (characterized as continuums with the 
extremes being maladaptive). Unbalanced families will have difficulty functioning adaptively 
across the life cycle of a family. Prior research has indicated that familial characteristics play a 
major role in the etiology of EDs. There are many distinct characteristics of Modern Orthodox 
families that differ from family systems in other cultures. Enmeshment, rigidity, and over 
protectiveness are often characteristic of Modern Orthodox Jewish families. Furthermore, the 
Modern Orthodox Jewish culture is patriarchal with a clear demarcation of gender roles. 
In the current study, family functioning was associated with disordered eating and the 
overall risk of EDs. Higher levels of disordered eating were associated with higher levels of 
disengagement and lower levels of family communication and satisfaction. However, family 
functioning did not significantly predict disordered eating. Higher levels of overall risk for EDs 
was associated with increased family dysfunction including higher levels of disengagement, 
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enmeshment, and chaotic and lower levels of cohesion, flexibility, family communication, and 
satisfaction. Additionally, family enmeshment was a significant predictor of the level of overall 
risk of EDs. These findings support prior research that family enmeshment plays a significant 
role in the etiology of EDs (Fosson et al., 1987; Holston & Cashwell, 2000; Kog et al., 1985; 
Latzer, Lavee, & Gal, 2009, Minuchin et al., 1978; Root et al., 1986; Rowa et al., 2001). 
Additionally the findings support prior research indicating that dysfunctional familial 
communication patterns are more prevalent in families affected by EDs (Kog & Vandereycken, 
1988). It is also important to note that decreased levels of family communication and satisfaction 
are associated with increased levels of disordered eating behaviors and risk levels for EDs. 
The culturally distinct family system of Modern Orthodox Jews, which is characterized 
by enmeshment, is indicative of higher risk for the development of EDs. Therefore, 
improvements in other dimensions of family functioning, such as familial communication 
patterns should be considered as both a preventative measure and in treatment development. 
Self-Esteem. Numerous research studies have identified self-esteem as an important risk 
factor in the development of EDs (Chiodo, 1989; Cordero & Israel, 2009; Marsden, Kargiaanni, 
& Morgan, 2007; Shisslak et al., 1987; Wechselblatt et al., 2000). Low self-esteem is one of the 
most common personality characteristics associated with EDs (Fairburn, Cooper, Doll, &Welch, 
1999; Pearson & Rivers, 2006). Self-esteem is both a significant predictor of disordered eating 
and is causally associated with family functioning (Holston & Cashwell, 2000). Furthermore, 
research has suggested that individuals from dysfunctional families, specifically families that are 
highly enmeshed, often have low self-esteem and use food to fulfill the need for control 
(Minuchin et al., 1978). The current study supported prior research, as self-esteem was both 
negatively correlated with and a significant predictor of disordered eating and risk levels of EDs 
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in Modern Orthodox Jewish female adolescents. As in the general population, low self-esteem in 
Modern Orthodox Jewish female adolescents significantly predicts increased disordered eating 
behaviors and the risk level for EDs. 
Parent Concern with Thinness. Research has indicated that parental concern with 
thinness and parental pressure to be thin are significant risk factors in the etiology of EDs (Bryla, 
2003; Cance, Loukas, & Talley, 2015: Homan & Boyatzis, 2010; Thelen & Cormier, 1995). 
Additionally, research suggests that parental weight issues (including body ideals and the 
importance of thinness) and dieting concerns are transmitted to their children, especially mothers 
to daughters (Field et al., 2001; Thelen & Cormier, 1995). Higher maternal psychological control 
is also a significant predictor of increased disordered eating attitudes (Cance et al., 2015). The 
current study’s findings support previous research. As hypothesized, participants’ with higher 
perceptions of their parents’ concern with thinness were associated with increased weight, 
disordered eating, and overall risk for EDs. Furthermore, greater parental concern with thinness 
was also associated with lower self-esteem. In order to better understand the influence of 
parental concern with thinness on Modern Orthodox Jewish female adolescents, the Parent 
Concern with Thinness score was also examined separately as mother’s concern and father’s 
concern with thinness. Mother’s concern with thinness was higher than the father’s concern with 
thinness and the scores were moderately correlated. Furthermore, according to the current 
study’s findings, Modern Orthodox Jewish adolescent girls perceive a significantly greater 
concern from their parents regarding their thinness than the general population. This finding is 
very concerning as researchers have suggested that if mothers place an importance on thinness 
(equating it with attractiveness), encourage dieting, and model dieting behaviors, their daughters 
are more likely to diet and are at greater risk of developing EDs (Striegel-Moore, Silberstein, & 
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Rodin, 1986). Additionally, Thelen and Cormier (1995) found that daughters’ weight, desire to 
be thin, and dieting behaviors were positively associated with their parents’ encouragement of 
controlling their weight, especially direct communication from the mother. Research also 
indicated that mothers of adolescent girls with disordered eating had significantly higher 
disordered eating and longer dieting history than controls (Thelen and Cormier, 1995). 
Considering the long history of EDs in the Modern Orthodox Jewish community, which was 
supported in the study population as 15.5% of participants reported a family history of EDs, 
primary interventions should be designed with a parent education component focusing on direct 
communications emphasizing thin-ideals, encouragement of weight control and dieting behavior, 
and the effects of modeling dieting behavior and preoccupation with weight. Furthermore, future 
research on EDs in the Modern Orthodox Jewish community and similar cultures should focus 
on parental concern with thinness and peer concern with thinness as direct communications from 
peers regarding weight is significantly associated with poor body image, dieting, and binge 
eating behaviors (Bryla, 2003). 
Religiosity. Little research has been conducted on the influence of religion on EDs. Most 
of the research suggests a relationship between religiosity and the development and maintenance 
of EDs (Marsden, Karagianni, & Morgan, 2007; Smith, Richards, & Maglio, 2004). Several 
researchers have reported that religion serves as a protective factor from EDs. Latzer et al. 
(2008) found the highest prevalence of EDs in Israeli born secular Jewish women. The 
prevalence of EDs in ultra-orthodox Jewish women and Arab-Israeli women (2.5%) were a much 
lower percentage than the general Israeli population. Kim (2006) found that religion was 
significantly associated with greater body satisfaction and less dieting, which are widely 
accepted risk factors for EDs. According to Homan and Boyatzis (2010), a secure and loving 
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attachment to God serves as a protective factor from EDs, increasing body satisfaction and 
mitigating the effects of thin-ideal internalization and the pressure to be thin.  
The current study hypothesized that stricter observance of Orthodox Judaism would be 
associated with decreased levels of disordered eating and overall risk for EDs. The findings did 
not support this hypothesis or prior research, as religiosity was not significantly associated with 
disordered eating or overall risk for EDs. Additionally, religiosity was not a significant predictor 
of disordered eating or overall risk for EDs. In the current study religiosity did not serve as a 
protective factor for EDs. These findings support the researchers Pinhas et al. (2008), who found 
no significant differences in Jewish participants based on level of religious observance. The 
current study results may be due to the homogeneity of the study population. All of the 
participants in the current study identified themselves as Modern Orthodox Jews, while religious 
observance varies within this group the variance is much less than when comparing secular Jews 
to Ultra-Orthodox Jews, as in previous studies (Latzer et al., 2008). Additionally, the 
encompassing culture of the Modern Orthodox Jewish community, which is patriarchal with 
clear demarcations of gender roles, may have a greater influence on risk factors for EDs than 
religiosity. According to Grenfell (2006), frustration with gender roles, high expectations of 
obedience and compliance, and increased parental control, characteristics of religious families, 
contribute to the development of EDs. 
Summary. Based on the findings the current study suggests that family functioning, 
specifically enmeshment, is a significant risk factor for EDs in the Modern Orthodox Jewish 
community. These findings support previous research. It is also important to note that decreased 
levels of family communication and satisfaction are associated with increased levels of 
disordered eating behaviors and risk levels for EDs. As in prior research, low self-esteem is a 
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significant predictor of increased disordered eating behaviors and the risk level for EDs in 
Modern Orthodox Jewish female adolescents and should be addressed in any prevention 
program. Parent concern with thinness was an important and significant predictor of increased 
disordered eating behaviors and the risk level for EDs in Modern Orthodox Jewish female 
adolescents. These findings support previous research and are a key finding in the current study 
given the long history of EDs in this community. Parent education programs should be a key 
component of primary interventions. In contrast to prior research, religiosity was not found to be 
a protective factor for EDs. 
Educational Implications  
A culturally appropriate diagnosis and treatment of EDs is essential due to the high 
incidence of relapse and mortality rates (Kempa & Thomas, 2000). Culturally competent 
assessment, diagnosis, and treatment of EDs are not only ethically mandated (American 
Psychologist, 1993), but also the lives of culturally diverse clients can depend on these 
procedures. Psychologists not only need to understand the attitudes, beliefs, values, 
acculturation, and assimilation of their culturally diverse clients, but also they need to determine 
the effects of racism, oppression, and racial and ethnic identity on these clients as well (Kempa 
& Thomas, 2000).  
Primary interventions. There are many aspects of the research on EDs and social 
psychological theory that can be useful to school psychologists in developing primary 
interventions for the prevention of EDs. Furthermore, numerous risk factors have been identified 
in the development of EDs. In addition, EDs are a serious mental health problem in particular for 
girls. According to Stice (2002), “as the risk factors were able to predict emergence of eating 
pathology, they could also be used to identify high-risk groups for selective prevention 
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programs” (p. 844). Asch’s study (1955) demonstrates that conformity often secures an 
individual’s acceptance and place within a group. The study also demonstrates how difficult it is 
to resist group pressure even when the individual knows the group is wrong. As members of a 
minority group, Modern Orthodox Jewish Girls may feel an even stronger desire to conform to 
society’s ideals and be a part of the “in group”. In addition, low self-esteem increases conformity 
(Aronson & Aronson, 2012) and low self-esteem is a widely accepted risk factor for the 
development of EDS. Furthermore, low self-esteem was a significant predictor of EDs in the 
current study. Conformity may contribute to the increased prevalence in this population. 
According to Talleyrand (2010), given the increasing prevalence and insidious nature of 
EDs, school psychologists should initiate Primary Interventions for the prevention of eating 
disorders. Bryla (2003) reports that the transition from Middle School to High School is the 
optimum time to implement primary interventions for disordered eating as maladaptive eating 
patterns solidify before high school and the greatest increase in reported disordered eating occurs 
from eighth (39.5%) to ninth (52.7%) grade. According to Chiodo (1989), these primary 
preventions should target socio-cultural influences, social competence and stress management 
skills, and healthy weight management. Shisslak et al. (1987) recommends primary intervention 
programs that are incorporated into existing health education classes, starting in adolescence and 
continuing through college, adapting to increasing awareness of health, psychological and social 
maturation, and cognitive development. These programs should include assignments like 
devising daily menus, group discussions led by peer group leaders, and yearly parental seminars.  
Research indicates that EDs have become a serious problem in the United States. 
Furthermore, EDs are affected by societal, cultural, and family influences. Modern Orthodox 
Jewish families have higher rates of EDs (Baruchin, 1998). These families are also systemically 
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and culturally “unique”. In addition, many of the risk factors associated with EDs including 
perfectionism, higher parental demands, family enmeshment, and thin ideal are highly prevalent 
in Modern Orthodox Jewish families. In the current study, parent concern with thinness, 
especially the mother’s concern, was one of the strongest predictors of overall risk factors for 
EDs and disordered eating attitudes and behaviors. Parents need to be aware of the sociocultural 
influences of what constitutes beauty and the impact on their children as well as the impact of 
their comments on weight and beauty on their daughters eating behaviors (Cordero & Israel, 
2009).  In addition, inclusion and cooperation with parents in the treatment process increases the 
likelihood of therapeutic success (Bowers et al., 2006). In a meta-analytic review of EDs 
prevention programs Stice, Shaw, and Marti (2007) found that 51% of ED prevention programs 
reduced risk factors for EDs, while only 29% reduced current or future eating pathology. In 
addition, “successful programs often decreased attitudinal risk factors and promoted healthier 
weight control behaviors.” (Stice et al., 2007, p. 224). Larger intervention effects occurred in 
programs that were: selected vs. universal, multisession, interactive vs. didactic, directed only at 
females, directed at participants over 15 years of age, delivered by interventionists vs. teachers, 
programs with body acceptance content, programs with dissonance induction content, programs 
without psychoeducational content, and programs using validated measures (Stice, Shaw, & 
Marti, 2007). According to Aronson and Aronson (20012), Cognitive Dissonance Theory (CD) is 
a theory of human motivation in which a state of tension occurs whenever an individual 
simultaneously holds two cognitions (ideas, attitudes, beliefs, opinions) that are psychologically 
inconsistent; because the occurrence of cognitive dissonance is unpleasant, the individual is 
motivated to reduce it. CD is reduced by changing one or both cognitions to make them more 
compatible or by adding more cognitions that reduce the inconsistencies of the original 
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cognitions. Effective prevention programs induced CD by challenging unhealthy norms and body 
ideals and incorporating body acceptance. 
In developing a primary intervention for the prevention of EDs there are important 
theories of social psychology that need to be considered. According to Stice, Shaw, and Marti 
(2007), in order to produce larger intervention effects, intervention developers should adopt 
socialpsychological principles of persuasion when designing interventions. According to 
Aronson and Aronson (2012), when trying to persuade an individual that there are more adaptive 
ways to behave there are several variables that need to be considered. To increase the 
effectiveness of communications, three types of variables should be considered: the source and 
nature of the communication and characteristics of the audience. In addition, persuasion can 
occur centrally (logically), involving weighing arguments and a systematic approach to decision 
making. When considering the nature of the communication, persuasion can occur peripherally 
(emotionally), which involves irrelevant cues like the attractiveness or rightness of an argument 
without careful decision-making. Communication is often not effective if it appeals only to one 
route of persuasion, communication containing both elements is more effective.  In regard to the 
source of communication, the credibility, trustworthiness, and attractiveness of the source affect 
persuasion. Communication will be more effective if the individual believes the source is an 
expert or authority, if they believe the source has nothing to gain, or if they consider the source 
attractive (hence celebrity endorsements). Persuasion will also be affected by characteristics of 
the audience, like low self-esteem, which will likely increase the effectiveness of persuasion. In 
addition, vivid personal experiences like testimonials and communications that present opposing 
sides of an argument will be more effective at persuasion. Furthermore, when trying to persuade 
adolescents it is important to keep in mind Brehm’s theory of reactance by presenting the 
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communication in a manner that is not threatening to the child’s sense of freedom. Knowledge 
and application of social psychological theory in the development of Primary interventions to 
prevent EDs can increase the effectiveness and efficacy of the intervention. In addition, the 
importance of cultural competency in the provision of psychological services cannot be 
undervalued. It is essential to the ethical and competent provision of psychological services in 
the culturally diverse world that we live in. It is our ethical obligation as psychologists to design 
interventions that will benefit our clients and promote adaptive behavior. 
Treatments. An effective treatment for EDs is family therapy. Kempa and Thomas (2000) 
recommend family therapy for use with African-American and Hispanic clients because of the 
prevalence of strong extended family relationships and kinship networks in these cultures. 
However, Ma (2007) cautions how forming a therapeutic alliance with an adolescent with EDs 
during family therapy is a greater challenge because the therapist has to connect with both the 
adolescent and parents who often have conflicting goals and because it is affected by therapist 
style, client style, parent style, and the resulting interactions. In addition, Ma (2007) describes 
how engagement is difficult with Asian mothers in family therapy because they are frequently 
blamed for their child’s ED.  
The Maudsley Approach is a type of family therapy that is conceptualized based on the 
enmeshed family factor in the etiology of EDs and the increase in success of treatment with 
parental support and involvement (Bowers et al., 2006). The Maudsley Approach is a medical 
model in which the adolescent is viewed as not being in control of her behavior, which is then 
treated by increasing parental control over eating behaviors. The Maudsley Approach is for use 
with adolescents who have not had an ED for a long period of time and the main goal is weight 
restoration. The therapist establishes parental control of eating behaviors by raising parental 
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anxiety, reducing parental blame, reiterating the seriousness of the adolescent’s ED, garnering 
family support for adolescent, and preparing adolescent for the difficult treatment ahead. The 
Maudsley Approach has been effective in the treatment of EDs in studies with results including 
recovery without hospitalization in most cases, healthy weight and psychosocial functioning 
established in relatively short time, and treatment benefits maintained at five year follow-up 
(Bowers et al., 2006). 
Research has shown that Cognitive Behavioral Therapy (CBT) is the most effective 
treatment for EDs (Bowers et al., 2006; Geller & Dunn 2011). CBT acknowledges the 
equifinality, multiple events, and experiences that lead to EDs. According to Bowers et al. 
(2006), CBT, “conceptualizes EDs as stemming from an interacting series of events or 
experiences contributing to the cognitively vulnerable adolescent’s belief that the weight loss 
will alleviate distress and dysphoria” (p. 249). Further complicating the matter, thinness is 
positively reinforced by compliments from others, which can result in feelings of personal 
success and self-efficacy. It is imperative that the client is involved in the establishment of 
mutual treatment goals and therapeutic approach to increase compliance (Huebner, Weitzman, 
Mountain, Nelson, Oakley, & Smith, 2006). According to Bowers et al. (2006), the ultimate goal 
of CBT is, “to develop alternative ways at looking at day-to-day events and to provide the 
individual with more effective strategies for coping with distressing events as they arise as well 
as attempting to change developmental templates or schemas” (p. 250). 
CBT needs to be adapted for individuals with EDs to accommodate specific 
characteristics of EDs. Garner and Bemis recommend specifically addressing the egosyntonic 
nature of EDs resulting in reluctance to enter treatment, the interaction between physical and 
psychological aspects of EDs, distorted beliefs about weight and food, distorted beliefs regarding 
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desirability of thin ideal and control over others, and deficits in self-concept (Bowers et al., 
2006). CBT techniques that can be used to achieve these goals include monitoring cognitions and 
affect especially automatic thoughts, being made aware of the reciprocal relationship between 
thoughts, feelings, and maladaptive behaviors, accepting alternative and more appropriate 
explanations, change existing schemas that maintain dysfunctional behaviors (Bowers et al., 
2006). One of the most difficult aspects of treating individuals with EDs is their ambivalence to 
change and reluctance to enter therapy, which can result in a lack of engagement and premature 
termination (Geller & Dunn, 2011). According to Wright (2010), “it is the patient’s drive to 
maintain their condition, which is seen as so oppositional in terms of the need to agree to mutual 
goals, an essential component of the therapeutic relationship” (p. 156). For this reason Geller and 
Dunn (2011) recommend Motivational Interviewing (MI) to increase readiness to change and 
compliance with treatment. MI involves using therapist style like warmth and empathy, and 
technique like reflective listening, to increase the client’s motivation and readiness for change. 
Establishing a positive therapeutic alliance is an essential component of MI. Geller and Dunn 
(2011) recommend that in order to establish a good therapeutic alliance, the therapist should 
avoid the following: assuming that the client is ready to change, failing to acknowledge the 
difficulties involved in changing, encouraging patient to only talk about reasons for changing and 
not against change, following an overly rigid treatment approach, failure to validate ambivalence 
to treatment, too frequent use of directive or threatening interventions, and not working 
cooperatively with the client. 
Study Limitations and Directions for Future Research 
This section discusses the limitations of the current study and directions for future 
research. One limitation of the study relates to the generalizability of the study findings. 
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Although the sample size and power of the study is adequate, the research was conducted on a 
very specific population; therefore the sample population was very homogenous. All of the 
participants indicated that they are Modern Orthodox Jewish adolescent females, between the 
ages of 14-18, attending private yeshivas. Additionally, the sample is culturally unique and 
religious. The study findings may be generalizable to similar populations; however, it is unclear 
how generalizable the study findings will be to a more diverse population.  
Some of the measures of the study also present limitations. The religiosity score used as a 
predictor variable was derived from the Demographic Survey designed by the PI due to the lack 
of availability of a standardized measure of religiosity in Modern Orthodox Jews. Although the 
measure obtained a Chronbach alpha coefficient of .798, which is acceptable, the measure was 
not comprehensively validated or standardized. Future studies measuring level of religious 
observance as a predictor of EDS should use a more comprehensively validated measure.  
The Parent Concern with Thinness score, which was used in the study as a predictor 
variable for EDs, is derived from the McKnight Risk Factor Survey. The score is the mean of 
two questions on the survey, one the participant’s self-perceived rating of her mother’s concern 
with her thinness and the other the participant’s self-perceived rating of her father’s concern with 
her thinness. Because the ratings are self-reported and based on self-perceptions they may not be 
accurate. Additionally, the score is based on only two questions. The score was used because the 
participant’s behaviors are based on their self-perceptions. However, future studies measuring 
parental concern with thinness as a predictor of EDs should use a more comprehensive measure 
of parental concern with thinness, including the participant’s self perceptions of the concern as 
well as the actual concerns of the parents. 
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Another measure of the study presented a limitation, the EAT-26. The distribution of the 
data from the outcome variable EAT-26 was not normal. Histograms indicated the presence of a 
floor effect. A floor effect occurs when the measurements of the outcome variable result in very 
low scores possibly masking the effect of the predictor variables. Although the EAT-26 has been 
used effectively as a screening tool to identify undiagnosed cases of eating disorders in normal 
high school and college populations, it is derived from the EAT-40, a disordered eating measure 
designed to determine the severity of symptoms in a clinical population (Garner, et al., 1982). 
Floor effects often occur when measures designed for use in a clinical population are used as a 
screening tool in a normal population. Logarithm transformations were conducted on the 
outcome variable EAT-26 to correct for outliers, which also helped to improve the normality and 
‘goodness of fit’ of the data. Future studies measuring the presence of EDs in a normal 
population should use a measure designed for use with a normal population and not a clinical 
population. 
Family functioning in the current study was measured by the self-reported FACES-IV, 
therefore family functioning scores were based solely on participants’ self-perceptions of family 
functioning. Future studies should measure family functioning based on parents’ and siblings’ 
reports as well as the participant. Research has indicated that individuals with EDs view family 
functioning and relationships more negatively than healthy controls (Dimitropolous et al., 2013; 
Latzer, Katz, & Berger, 2015; Latzer et al., 2009). A more comprehensive and balanced measure 
of family functioning may determine whether it is actual family dysfunction or more negative 
perceptions of family functioning (possibly influenced by negative affect), which will play a role 
in designing effective interventions and treatments. 
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 Finally, another limitation of the study is that the data violated several assumptions of 
multiple regression including outliers, normality, and homoscedasticity. The outcome variable 
for disordered eating (EAT-26) was corrected through log transformations, which improved 
normality and reduced outliers. However, several predictor variables, including Parent Concern 
with Thinness, Enmeshment, Chaotic, and disengagement, as well as the outcome variable of the 
level of risk factors for EDs (McKnight Risk Factor Survey) also violated assumptions of 
multiple regression but were not corrected with log transformations because data transformations 
can alter the fundamental nature of the data and the violations of assumptions of multiple 
regression were minimal. 
Conclusion 
The purpose of the current study was to explore risk factors for EDs in Modern Orthodox 
Jewish female adolescents. Modern Orthodox Jewish female adolescents are a very unique and 
at-risk population in society as their prevalence of EDs is 50% higher than the general 
population, affecting 1 in 19 girls (Baruchin, 1998). There are several individual characteristics, 
cultural characteristics, and familial characteristics which research has identified as significant 
risk factors for the development of EDs. Many of these characteristics are common in the 
Modern Orthodox Jewish community including perfectionism, low self-esteem, affluence, and 
family enmeshment. The author explored significant risk factors for EDs specific to the Modern 
Orthodox Jewish community within a family systems theoretical framework. There are many 
distinct characteristics of Modern Orthodox families that may contribute to the higher prevalence 
of EDs in this community, including family enmeshment, rigidity, and overprotectiveness. There 
have been no prior studies on the relationship of family and cultural variables as they relate to 
EDs in Modern Orthodox Jewish adolescents.  The current study explored these relationships to 
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increase the current understanding of EDs in this community that may aid in the future 
development of primary interventions and treatment programs. 
 Based on the current body of research it was expected that family dysfunction, 
specifically enmeshment and rigidity, would be significant risk factors for EDs in this study 
population. It was expected that higher levels of family dysfunction would predict higher levels 
of disordered eating and overall risk level for EDs.  As expected, findings indicated that family 
enmeshment was a significant risk factor for EDs in Modern Orthodox Jewish female 
adolescents, rigidity was not. Interestingly, poor family communication and satisfaction were 
also associated with increased disordered eating and overall risk for EDs and warrant further 
research. As with the general population, low self-esteem was identified as an important and 
significant risk factor for EDs in the study population. Helping Modern Orthodox Jewish female 
adolescents improve how they view their self-worth should be an important component of 
prevention programs. A key finding in the current study is the identification of parent concern 
with thinness as a significant risk factor for EDs in the study population. This finding supports 
previous research identifying parental concern with thinness and parental pressure to be thin as 
significant risk factors in the etiology of EDs (Bryla, 2003; Cance, Loukas, & Talley, 2015: 
Homan & Boyatzis, 2010; Thelen & Cormier, 1995), especially concerning mothers and 
daughters (Striegel-Moore, 1986). These findings have important implications in the designing 
of primary interventions for EDs in the Modern Orthodox Jewish community. Parent education 
components are necessary to address the influence of parent behavior as a risk factor for EDs in 
this community. In contrast to previous research, religiosity was not a protective factor, 
mitigating the risk of EDs in the study sample possibly due to the homogeneity of the sample. As 
previously discussed, the Modern Orthodox Jewish community is a unique and at-risk population 
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and given the insidious nature of EDs further research is necessary in order to understand the 
etiology of EDs and to design and implement effective prevention programs in this community. 
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APPENDIX A 
Demographic Survey 
Demographic	  Questionnaire	  
	  
1. Sex: _____________ 
 
2. Age: _______________ 
 
3. Height: _______ feet__________ inches 
 
4. Weight: ____________________ 
 
5. Religious Status: 
 
I consider myself Modern Orthodox:  Yes_____ No_____Other________ 
6. Cultural Background: 
 
Ashkenazie_______________ 
Sephardic_________________ 
7. Country of Origin: _____________________________ 
 
8. Mother’s Country of Origin: _____________________________ 
 
9. Father’s Country of Origin: ________________________________ 
 
10. Parents’ Marital Status: _____________________________ 
 
11. Number of siblings: total:_______ brothers:_______ sisters:______ 
 
12. Current Employment: ____________________________________ 
 
13. Mother’s Current Employment: ______________________________ 
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14. Father’s Current Employment: _______________________________ 
 
15. Highest Level of Education: 
                                                          Father                 Mother               
Some High School                         _______                   ________                 
Completed High School                 _______                   ________                 
Some College                                 _______                   ________                 
College Degree                              _______                   ________                 
Some Graduate School                  _______                   ________                  
Graduate Degree                            _______                   ________                  
 
 
16. Religious Observance: 
                                                                                  Yes                                               No 
Do you observe Shabbat/Shabbos                      ________                                   _________ 
Do you wear skirts                                             ________                                   _________ 
Does your mother wear skirts                            ________                                   _________ 
When married will you cover your hair            ________                                   _________ 
Does your mother cover her hair                       ________                                   _________ 
Do you pray daily                                              ________                                   _________ 
Do you attend synagogue weekly                     ________                                   _________ 
Do you attend synagogue on holidays              ________                                   _________ 
Do you keep kosher in your home                    ________                                   _________ 
Do you keep kosher outside of your home      _________                                  _________ 
Did you attend a coed high school                   ________                                   _________ 
Do you watch television                                   ________                                   _________ 
Do you go to movies                                        ________                                   _________ 
Do you listen to popular music                       ________                                    _________ 
Do you read fashion/gossip magazines           ________                                   _________ 
Do you engage in social activities on   
     the internet (ex. Facebook, Twitter)           ________                                   _________ 
Do you socialize with members of the 
    opposite gender                                           ________                                   __________ 
 
 
17. Have you ever been diagnosed with an eating disorder:  
Yes____________ No__________ 
 
18. Has any other member of your family been diagnosed with an eating disorder:   
 Yes____________ No___________ 
 
If yes, whom: ___________________________ 
 
 
 
	  	  
104	  
 
APPENDIX B 
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APPENDIX C 
McKnight Risk Factor Survey IV 
 
 
 
 
McKnigh t Risk 
F actor Su rvey 
Grades 6  —  12 
 
 
	  	  
106	   The  questions  below  ask  about  what  it  is  like  to  be  a  girl  or  young  woman  
today.  There  are  no  right  or  wrong  answers.  We  just  want  to  know  what  you  
think.  If  you  have  problems  with  any  of  the  questions,  please  raise  your  hand  and  we  
will  help  you.  
  
  
  
1. In  the  past  year,  how  often  did  you  feel  confident?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
2. In  the  past  year,  how  often  have  you  been  on  a  diet  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
3. In  the  past  year,   how  often  have  you  worried  about  having  fat  on  your  body?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
4. In  the  past  year,  how  often  have  you  starved  (not  eaten)  for  a  day  or  more  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
5. In  the  past  year,  how  often  did  you  drink  alcohol  when  you  were  by  yourself  or  with  friends?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
6. In  the  past  year,  how  often  did  you  eat  less  than  usual  when  you  were  bored?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
7. In  the  past  year,  how  often  have  you  felt  fat?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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     8. In  the  past  year,  how  often  have  you  tried  to  lose  weight?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
9. In  the  past  year,  how  often  have  you  thought  about  wanting  to  be  thinner?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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10. In  the  past  year,  how  often  has  your  father  made  a  comment  to  you  about  your  weight  or  your  eating  
that  made  you  feel  bad?  
(Remember  that  “father”  is  the  adult  man  in  your  life  who  acts  most  like  a  father  to  you.)  
  
I  do  not  
have  contact  with   	  
anyone  that  I  think  of  
as  a  "ʺfather"ʺ   Never   A  Little   Sometimes   A  Lot   Always  
0   1   2   3   4   5  
  
11. In  the  past  year,  how  often  have  you  changed  your  eating  when  you  were  around  girls/young  women?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
12. In  the  past  year,  how  often  have  you  had  someone  you  can  count  on  to  listen  to  you  when  you  need  to  talk?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
13. In  the  past  year,  how  often  have  you  cut  back  on  what  you  ate  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
14. In  the  past  year,  how  often  did  you  use  drugs  (not  medicine)?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
15. In  the  past  year,  how  often  did  you  eat  less  than  usual  to  try  to  feel  better  about  yourself?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
16. In  the  past  year,  how  often  have  you  had  someone  to  share  your  most  private  worries  and  fears  with?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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  17. In  the  past  year,  how  often  have  girls/young  women  (including  sisters)  made  fun  of  you  because  of  your  weight?    
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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  In  the  past  year,  how  often  have  you  taken  laxatives  or  “water”  pills  TO  LOSE  WEIGHT?    
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
18. In  the  past  year,  how  often  have  you  felt  ugly?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
19. In  the  past  year,  how  often  have  you  skipped  meals  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
20. In  the  past  year,  how  often  have  you  liked  most  things  about  yourself?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
21. In  the  past  year,  how  often  have  you  had  headaches?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
22. In  the  past  year,  how  often  have  you  kept  eating  and  eating  and  felt  like  you  could  not  stop?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
23. In  the  past  year,  how  often  has  a  teacher  or  coach  made  a  comment  to  you  about  your  weight  that  
made  you  feel  bad?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
24. In  the  past  year,  how  often  did  you  eat  more  than  usual  when  you  were  bored?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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  25. In  the  past  year,  how  often  did  you  smoke  cigarettes?    
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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26. In  the  past  year,  how  often  did  you  feel  worthless?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
27. In  the  past  year,  how  often  did  you  notice  you  didn'ʹt  have  as  much  energy  as  you  usually  do?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
28. In  the  past  year,  how  often  have  you  exercised  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
29. In  the  past  year,  how  often  did  you  feel  "ʺdown  in  the  dumps"ʺ  or  "ʺdepressed"ʺ?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
30. In  the  past  year,  how  often  have  you  felt  pretty?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
31. In  the  past  year,  how  often  have  you  had  stomachaches?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
32. In  the  past  year,  how  often  have  you  tried  to  change  your  weight  so  you  would  not  be  
teased  by  boys/young  men  (including  brothers)?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
33. In  the  past  year,  how  often  have  you  MADE  yourself  throw-­‐‑up  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
  
	  	  
113	  34. In  the  past  year,  how  often  have  you  been  happy  just  the  way  you  are?    
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
35. In  the  past  year,  how  often  have  you  eaten  less  sweets  or  fatty  foods  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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36. In  the  past  year,  how  often  have  boys/young  men  (including  brothers)  made  fun  of  you  because  of  your  
weight?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
37. In  the  past  year,  how  often  has  your  mother  made  a  comment  to  you  about  your  weight  or  your  eating  
that  made  you  feel  bad?  
(Remember  that  “mother”  is  the  adult  woman  in  your  life  who  acts  most  like  a  mother  to  you.)  
  
I  do  not  
have  contact  with  
anyone  that  I  think  of  
as  a  "ʺmother"ʺ   Never   A  Little   Sometimes   A  Lot   Always  
0   1   2   3   4   5  
  
38. In  the  past  year,  how  often  have  you  had  someone  to  help  you  understand  a  problem  when  you  needed  it?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
39. In  the  past  year,  how  often  did  you  eat  less  than  usual  when  you  were  upset?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
40. In  the  past  year,  how  often  have  you  taken  diet  pills  TO  LOSE  WEIGHT?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
41. In  the  past  year,  how  often  did  you  eat  more  than  usual  to  try  to  feel  better  about  yourself?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
42. In  the  past  year,  how  often  have  your  female  friends  talked  about  wanting  to  lose  weight?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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  43. In  the  past  year,  how  often  have  you  changed  your  eating  when  you  were  around  boys/young  men?    
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
44. In  the  past  year,  how  often  did  you  have  trouble  concentrating?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
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45. In  the  past  year,  how  often  did  you  eat  more  than  usual  when  you  were  upset?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
46. In  the  past  year,  how  often  did  you  have  trouble  enjoying  activities  you  usually  enjoy?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
47. In  the  past  year,  how  often  did  you  eat  a  lot  of  food  in  a  short  amount  of  time  when  it  
was  NOT  a  meal  or  a  holiday?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
48. In  the  past  year,  how  often  have  you  tried  to  change  your  weight  so  you  would  not  be  
teased  by  girls/young  women  (including  sisters)?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
49. In  the  past  year,  how  often  have  photographs/pictures  of  thin  girls/women  made  you  wish  
that  you  were  thin?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
50. In  the  past  year,  how  much  have  you  worried  about  gaining  two  pounds?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
  
51. If  boys  (including  brothers)  have  teased  you  about  your  weight  in  the  past  year,  how  much  has  it  
changed  the  way  you  feel  about  yourself?  
  
I  have  not   	  
been  teased   Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
0   1   2   3   4   5  
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  52. In  the  past  year,  how  much  has  your  weight  made  a  difference  in  how  you  feel  about  yourself?    
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
  
53. In  the  past  year,  how  happy  have  you  been  with  the  way  your  body  looks?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
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     54. In  the  past  year,  how  much  do  you  think  your  weight  made  boys  NOT  like  you?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
  
55. In  the  past  year,  how  important  has  it  been  to  your  friends  that  you  be  thin?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
  
56. If  girls  (including  sisters)  have  teased  you  about  your  weight  in  the  past  year,  how  much  has  it  
changed  the   way  you  feel  about  yourself?  
  
I  have  not   	  
been  teased   Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
0   1   2   3   4   5  
  
57. In  the  past  year,  how  much  have  you  tried  to  look  like  the  girls  or  women  you  see  on  television,  
in  movies,  or  in  magazines?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
  
58. In  the  past  year,  how  important  has  it  been  to  your  mother  that  you  be  thin?  
(Remember  that  “mother”  is  the  adult  woman  in  your  life  who  acts  most  like  a  mother  to  you.)  
  
I  do  not  
have  contact  with  
anyone  that  I  think  of  
as  a  "ʺmother"ʺ   Never   A  Little   Sometimes   A  Lot   Always  
0   1   2   3   4   5  
  
59. In  the  past  year,  how  much  do  you  think  your  weight  made  other  girls  NOT  like  you?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
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  60. In  the  past  year,  how  important  has  it  been  to  your  father  that  you  be  thin?  (Remember  that  “father”  is  the  adult  man  in  your  life  who  acts  most  like  a  father  to  you.)  
  
I  do  not  
have  contact  with  
anyone  that  I  think  of  
as  a  "ʺfather"ʺ   Never   A  Little   Sometimes   A  Lot   Always  
0   1   2   3   4   5  
  
61. In  the  past  year,  how  important  has  it  been  to  your  friends  that  they  be  thin?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1   2   3   4   5  
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63.   Have  you  gotten  your  first  period  yet?   No   Yes  	   	   0   1  
If  Yes,  what  grade  were  you  in  when  you  got  your  first  period?  (Circle  one:)  
1. Before  4th  grade   10.   In  the  8th  grade  
2. In  the  4th  grade   11.   Summer  after  8th  grade  
3. Summer  after  4th  grade   12.   In  the  9th  grade  
4. In  the  5th  grade   13.   Summer  after  9th  grade  
5. Summer  after  5th  grade   14.   In  the  10th  grade  
6. In  the  6th  grade   15.   Summer  after  10th  grade  
7. Summer  after  6th  grade   16.   In  the  11th  grade  
8. In  the  7th  grade   17.   Summer  after  11th  grade  
9. Summer  after  7th  grade   18.   In  the  12th  grade  
  
64.   Have  you  started  to  date?   No   Yes  	   	   0   1  
If  Yes,  what  grade  were  you  in  when  you  started  to  date?  (Circle  one:)  
1. Before  4th  grade   10.   In  the  8th  grade  
2. In  the  4th  grade   11.   Summer  after  8th  grade  
3. Summer  after  4th  grade   12.   In  the  9th  grade  
4. In  the  5th  grade   13.   Summer  after  9th  grade  
5. Summer  after  5th  grade   14.   In  the  10th  grade  
6. In  the  6th  grade   15.   Summer  after  10th  grade  
7. Summer  after  6th  grade   16.   In  the  11th  grade  
8. In  the  7th  grade   17.   Summer  after  11th  grade  
9. Summer  after  7th  grade   18.   In  the  12th  grade  
  
65. Do  you  go  to  a  different  school  now  than  you  did  last  year?   No   Yes  
0   1  
  
66. In  the  past  year,  has  your  body  changed?   No   Yes  
0   1  
If  Yes,  how  bothered  are  you  about  your  body  changing?  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
1      2      3      4      5  
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67.   In  the  past  year,  have  you  broken  up  with  a  boyfriend?   No  
0  
Yes  
1  
68.   In  the  past  year,  have  you  been  seriously  injured  or  seriously  ill?   No  
0  
Yes  
1  
69.   In  the  past  year,  have  you  lost  a  friend  
(for  example,  because  of  a  fight  or  a  move)?  
No  
0  
Yes  
1  
70.   In  the  past  year,  have  any  of  your  pets  died?   No  
0  
Yes  
1  
71.   In  the  past  year,  have  you  felt  rejected  by  someone  important  to  you?   No  
0  
Yes  
1  
72.   In  the  past  year,  have  you  felt  threatened  at  school  ?   No  
0  
Yes  
1  
73.   In  the  past  year,  has  anyone  important  to  you  died?   No  
0  
Yes  
1  
74.   In  the  past  year,  have  your  parents  separated,  divorced,  or  split  up?   No  
0  
Yes  
1  
75.   In  the  past  year,  have  you  felt  threatened  outside  of  school  ?   No  
0  
Yes  
1  
76.   In  the  past  year,  have  other  people  noticed  changes  in  your  body?   No  
0  
Yes  
1  
 
If  Yes,  how  bothered  are  you  about  other  people  noticing  changes  in  your  body?  
Not  At  All   A  Little   Pretty  Much  
1      2      3  
A  Lot  
4  
Totally  
5  
	  
77.   In  the  past  year,  have  either  of  your  parents  gotten  remarried?   No  
0  
	   Yes  
1  
78.   In  the  past  year,  have  you  been  a  cheerleader,  a  songleader  
or  on  a  drill/dance  team?  
No  
0  
	   Yes  
1  
79.   In  the  past  year,  have  you  had  to  take  medicine  (like  Ritalin)  
to  help  you  pay  attention  and  do  better  in  school?  
No  
0  
	   Yes  
1  
 
80.   In  the  past  year,  have  you  had  to  take  insulin  to  help  you  
control  diabetes?  
 
No  
0  
	    
Yes  
1  
 
81.   In  the  past  year,  have  you  felt,  or  have  others  told  you,  
that  you  eat  less  than  you  should?  
No  
0  
	  
Yes  
1  
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   82. Please  circle  any  of  the  people  you  talk  to  when  you  have  a  problem:   (You  can  circle  more  than  one)  
  
A. Mother/Stepmother  
B. Father/Stepfather  
C. Brother/Stepbrother  
D. Sister/Stepsister  
E. Other  relative  
F. Friend  
G. Boyfriend  
H. Coach/Teacher  
I. Counselor/Minister/Priest/Rabbi  
  
J. Other  person:        K.    No  one  
  
83. In  the  past  year,  how  have  you  been  doing  in  school?  
  
Failing   Below  Average   Average   Above  Average  
0   1   2   3  
84. Please  circle  the  number  of  the  figure  below  that  best  looks  like  the  MOST  you  have  ever  seen  your  real  
(biological)  MOTHER  weigh  (NOT  including  when  she  is  or  was  pregnant).  
  
  
  
  
  
  
  
I  have  not  seen  my  
real  (biological)  mother  
in  a  very  
0  
long  time  
  
  
  
  
  
	  	  
123	  85. Please  circle  the  number  of  the  figure  below  that  best  looks  like  the  MOST  you  have  ever  seen  your  real  (biological)  FATHER  weigh.  
  
  
  
  
  
  
  
  
I  have  not  seen  my  
real  (biological)  father  
in  a  very  
0  
long  time  
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86. Only  outstanding  performance  is  good  enough  in  my  family.  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
87. I  try  very  hard  to  avoid  disappointing  my  parents  and  teachers.  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
88. I  need  to  be  the  best  at  things.  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
89. I  feel  that  I  must  do  things  perfectly  or  not  do  them  at  all.  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
90. I  have  extremely  high  goals.  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
91. How  often  do  you  worry  about  what  other  people  will  think  of  you?  
  
Never   A  Little   Sometimes   A  Lot   Always  
1   2   3   4   5  
  
92. To  feel  good  about  yourself,  how  important  is  it  to  be  physically  strong?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
Important   Important   Important   Important   Important  
1   2   3   4   5  
  
93. To  feel  good  about  yourself,  how  important  is  it  to  be  smart?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
Important   Important   Important   Important   Important  
1   2   3   4   5  
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  94. To  feel  good  about  yourself,  how  important  is  it  to  be  thin?    
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
Important   Important   Important   Important   Important  
1   2   3   4   5  
  
95. To  feel  good  about  yourself,  how  important  is  it  to  stand  up  for  yourself?  
  
Not  At  All   A  Little   Pretty  Much   A  Lot   Totally  
Important   Important   Important   Important   Important  
1   2   3   4   5  
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96. In  the  past  year,  has  there  been  a  supportive  woman  (role  model)  in	  your	  life	  who	  you	  look	  up	  to	  and/or	  talk	  to	  about	  the	  things	  that	  No	  Yes	  happen	  to	  you?	   	   0	   	   1	  
97. Have  other  people  told  you  that  you  have  an  eating  disorder
  
No
  
Yes  (like  anorexia  or  bulimia,  not  simply  being  overweight)?      0      1  
98. Are  you  training  to  become  a  professional  dancer  or  ballerina?   No   Yes  
0   1  
99. Do  you  think  that  you  have  an  eating  disorder  now
  
No
  
Yes  (like  anorexia  or  bulimia,  not  simply  being  overweight)?      0      1  
100. In  the  past  year,  have  you  trained  for  competition  in  any  of  the  following  sports:  
  
ice  skating   No  
0  
Yes  
1  
swimming   No  
0  
Yes  
1  
gymnastics   No  
0  
Yes  
1  
track  and  field   No  
0  
Yes  
1  
101.   Has  anyone  in  your  family  ever  had  an  eating  disorder?   No   Yes  
0   1  
102.   In  the  past  year,  have  you  felt  pressured  to  have  sex?   No   Yes  
0   1  
103.   Check  any  of  these  activities  THAT  YOU  PARTICIPATE  IN  that  make  you  feel  really  good  about  yourself  -­‐‑  	             Organized  sports  (for  example,  basketball,  volleyball,  softball,  soccer)  	             Swimming/diving  	             Track  and  field  	             Gymnastics  	             Community  service  (for  example,  volunteer  at  a  hospital  or  animal  shelter)  	             Scouting  
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             4H  	             Church  youth  groups  	             Journal      club/Creative    writing/Newspaper/Yearbook  	             Dance  	             Theater/Drama  	             Music/Band/Choir  	             Other  (please  write  it  in:     )  	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APPENDIX D 
FACES IV: Questionnaire 
Directions to Family Members: 
1. Al/ family members over the age 12 can complete FACES IV. 
2. Family members should complete the instrument independently, not consulting or 
discussing their responses until they have been completed. 
3. Fill in the corresponding number in the space on the provided answer sheet. 
 
1 2 3 4 5 
Strongly 
Disagree 
Generally 
Disagree 
Undecided Generally 
Agree 
Strongly 
Agree 
 
1. Family members are involved in each other’s lives. 
2. Our family tries new ways of dealing with problems. 
3. We get along better with people outside our family than inside. 
4. We spend too much time together. 
5. There are strict consequences for breaking the rules in our family. 
6. We never seem to get organized in our family. 
 
7. Family members feel very close to each other. 
8. Parents equally share leadership in our family. 
9. Family members seem to avoid contact with each other when at home. 
10. Family members feel pressured to spend most free time together. 
11. There are clear consequences when a family member does something   wrong. 
12. It is hard to know who the leader is in our family. 
 
13. Family members are supportive of each other during difficult   times. 
14. Discipline is fair in our family. 
15. Family members know very little about the friends of other family   members. 
16. Family members are too dependent on each other. 
17. Our family has a rule for almost every possible situation. 
18. Things do not get done in our family. 
 
19. Family members consult other family members on important   decisions. 
20. My family is able to adjust to change when necessary. 
21. Family members are on their own when there is a problem to be   solved. 
22. Family members have little need for friends outside the   family. 
23. Our family is highly organized. 
24. It is unclear who is responsible for things (chores, activities) in   our family. 
 
25. Family members like to spend some of their free time with each   other. 
26. We shift household responsibilities from person to person. 
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27. Our family seldom does things together. 
28. We feel too connected to each other. 
29. Our family becomes frustrated when there is a change in our plans or   routines. 
30. There is no leadership in our family. 	  
1 2 3 4 5 
Strongly 
Disagree 
Generally 
Disagree 
Undecided Generally 
Agree 
Strongly 
Agree 
 
31. Although family members have individual interests, they still participant in family activities. 
32. We have clear rules and roles in our family. 
33. Family members seldom depend on each other. 
34. We resent family members doing things outside the family. 
35. It is important to follow the rules in our family. 
36. Our family has a hard time keeping track of who does various household tasks. 
 
37. Our family has a good balance of separateness and closeness. 
38. When problems arise, we compromise. 
39. Family members mainly operate independently. 
40. Family members feel guilty if they want to spend time away from the family. 
41. Once a decision is made, it is very difficult to modify that decision. 
42. Our family feels hectic and disorganized. 
 
 
43. Family members are satisfied with how they communicate with each other. 
44. Family members are very good listeners. 
45. Family members express affection to each other. 
46. Family members are able to ask each other for what they want. 
47. Family members can calmly discuss problems with each other. 
48. Family members discuss their ideas and beliefs with each other. 
49. When family members ask questions of each other, they get honest answers. 
50. Family members try to understand each other's feelings 
51. When angry, family members seldom say negative things about each other. 
52. Family members express their true feelings to each other
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1 2 3 4 5 
Very 
Dissatisfied 
Somewhat 
Dissatisfied 
Generally 
Satisfied 
Very 
Satisfied 
Extremely 
Satisfied 
 How	  satisfied	  are	  you	  with:	  
53. The degree of closeness between family members. 
54. Your family's ability to cope with stress. 
55. Your family's ability to be flexible. 
56. Your family's ability to share positive experiences. 
57. The quality of communication between family members. 
58. Your family's ability to resolve conflicts. 
59. The amount of time you spend together as a family. 
60. The way problems are discussed. 
61. The fairness of criticism in your family. 
62. Family members concern for each other. 
 
Thank you for Your Cooperation! 
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FACES IV: Answer Sheet Subject	  ID	  (4	  digit)	  	   Age:	  	   Sex:	  M:	   F:	   Date:	  -­‐-­‐-­‐-­‐-­‐	  
1 2 3 4 5 
Strongly 
Disaeree 
Generally 
Disagree 
Undecided Generally 
Agree 
Strongly 
Agree 
 
 
 
 
 
 
 
 
 
1 2 3 4 5 
Strongly 
Disagree 
Generally 
Disaeree 
Undecided Generally 
Aeree 
Strongly 
Agree 	  
         43. 44. 45. 46. 47. 48. 
 
         49. 50. 51. 52.                      SUM--= --% 
1 2 3 4 5 
Very 
Dissatisfied 
Somewhat 
Dissatisfied 
Generally 
Satisfied 
Very Satisfied Extremely 
Satisfied 
            53. 54. 55. 56. 57. 58. 
 
59. 60. 61. 62.                    SUM--= --% 
	  
Thank	  You	  for	  Your	  Cooperation!	  
 
 
1. 7. 25 . . 31. 37.  
2. 8. 14. 20. 26. 32. 38.  
3. 9. 15. 21.  33. 39. c. 
4. 10. 16. 22. 28. 34. 40. D. 
5. 11. 17. 23. 29. 35. 41. E. 
6. 12. 18.  36. 42.  	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APPENDIX E 
 
 
2660 Arthur St l Roseville, MN l   55113 
800-331-1661 l  651-635-0511 l  FAX: 651-636-1668 
www.facesiv.com 
Permission to Use FACES IV Package I	  am	  pleased	  to	  give	  you	  permission	  to	  use	  the	  FACES IV Package in	  your	  research	  project,	  teaching	  or	  clinical	  work	  with	  couples	  or	  families.	  In	  order	  to	  use	  FACES	  IV,	  you	  must	  use	  the	  entire	  FACES	  IV	  Package	  which	  contains	  62	  items.	   You	  may	  either	  duplicate	  the	  materials	  directly	  or	  have	  them	  retyped	  for	  use	  in	  a	  new	  format.	  If	  they	  are	  retyped,	  acknowledgement	  should	  be	  given	  regarding	  the	  name	  of	  the	  instrument,	  the	  developers’	  names,	  and	  Life	  Innovations.	  In	  exchange	  for	  providing	  this	  permission,	  we	  would	  appreciate	  a	  copy	  of	  any	  papers,	  theses	  or	  reports	  that	  you	  complete	  using	  the	  FACES IV Package. This	  will	  help	  us	  to	  stay	  abreast	  of	  the	  most	  recent	  developments	  and	  research	  regarding	  this	  scale.	  We	  thank	  you	  for	  your	  cooperation	  in	  this	  effort.	  Also,	  we	  are	  requesting	  that	  you	  provide	  us	  with	  a	  set of your data so	  that	  we	  can	  build	  a	  large	  and	  diverse	  norm	  base.	  We	  will	  acknowledge	  your	  contribution	  to	  the	  master	  data	  base.	  We	  will	  not	  use	  your	  data	  for	  individual	  studies	  on	  your	  topic	  or	  any	  topic.	  We	  would	  appreciate	  it	  if	  you	  used	  the	  format	  we	  have	  provided	  in	  an	  Excel	  spreadsheet	  (Microsoft).	  In	  closing,	  I	  hope	  you	  find	  the	  FACES IV Package of	  value	  in	  your	  work	  with	  families.	  I	  would	  appreciate	  hearing	  from	  you	  as	  you	  make	  use	  of	  this	  package.	  
 Sincerely,	  
 David	  H.	  Olson,	  Ph.D.	  President,	  Life	  Innovations	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APPENDIX F 
 Instructions: Select the response that best describes how true each statement is for you. 
 
  Strongly Agree Agree Disagree 
Strongly 
Disagree 
1.  On the whole, I am satisfied with myself. ☐  ☐ 	   ☐ 	   ☐ 	  
2.  
At times I think I am no good at all.  
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
3.  
I feel that I have a number of good qualities. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
4.  
I am able to do things as well as most other 
people. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
5.  
I feel I do not have much to be proud of. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
6.  
I certainly feel useless at times. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
7.  
I feel that I am a person of worth, at least on an 
equal plane with others. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
8.  
I wish I could have more respect for myself. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
9.  
All in all, I am inclined to feel that I am a failure. 
 
☐ 	   ☐ 	   ☐ 	   ☐ 	  
10.  I take a positive attitude toward myself. ☐ 	   ☐ 	   ☐ 	   ☐ 	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APPENDIX G 
Recruitment Email 
 
To whom it may Concern, 
 
I am a doctoral student studying school psychology at the CUNY Graduate 
Center. I am conducting a research study to better understand risk factors associated with 
eating disorders and the Modern Orthodox Jewish family.  The results of this study may 
improve understanding of how eating disorders develop, including risk factors prevalent 
in our community and may aid in the development of primary intervention programs for 
prevention of eating disorders. I would like to conduct this study with Modern Orthodox 
Jewish girls between the ages of 14-18. Participation in the study involves filling out five 
surveys/questionnaires regarding background history, eating attitudes, risk factors, family 
systems, and behavioral attitudes. It will take approximately 45 minutes to fill out the 
surveys. All forms will be filled out anonymously. If you would like your daughter to 
participate in this study please contact me. Thank you so much for your consideration. 
 
Susan Schmool 
sschmool@gc.cuny.edu, 718-490-7999 
Doctoral Student, Educational Psychology,  
Graduate Center, CUNY 	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APPENDIX H 
Recruitment Flyer 
CITY UNIVERSITY OF NEW YORK 
Graduate Center 
PhD Program in Educational Psychology  
Attention:	  High	  School	  Age	  
Modern	  Orthodox	  Jewish	  
women!!	  
You	  are	  invited	  to	  participate	  in	  a	  research	  
study	  to	  better	  understand	  eating	  attitudes	  and	  
socio/cultural	  influence	  among	  Modern	  
Orthodox	  Jewish	  women!!	  
Participation	  involves	  filling	  out	  anonymous	  
surveys.	  Approximately	  one	  half	  hour	  of	  your	  
time	  is	  required.	  Parental	  consent	  is	  required.	  
	  
To	  Participate	  Please	  Contact:	  
Susan	  Schmool	  
sschmool@gc.cuny.edu,	  718-­‐490-­‐7999	  
Doctoral	  Student,	  Educational	  Psychology,	  
Graduate	  Center,	  CUNY	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APPENDIX	  I	  Parental	  Consent	  Form	  
CITY UNIVERSITY OF NEW YORK 
Graduate Center 
PhD Program in Educational Psychology  
PARENTAL/LEGAL GUARDIAN PERMISSION FORM AND 
AUTHORIZATION FOR  
CHILD’S PARTICIPATION IN RESEARCH 
Project Title:  Risk Factors of Eating Disorders and the Modern Orthodox Jewish 
Family 
Principal	  Investigator:	  Susan Schmool 	   	   	   	  	  	  	  Graduate	  Student	  CUNY	  Graduate	  Center	  	   	   	   	  	  	  	  365	  5th	  Avenue	  	   	   	   	  	  	  	  New	  York,	  NY	  10016	  	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  718-­‐490-­‐7999	  
Faculty	  Advisor:	  Dr. Marian Fish	  	   	   	  	  	  	  	  	  Professor	  CUNY	  Graduate	  Center	  	   	  	  	  	  	   	  	  	  	  	  	  365	  5th	  Avenue,	  Room	  3204.06	  	  	  	  	  	  	  New	  York,	  NY	  10016	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  718-­‐997-­‐5230
Introduction/Purpose: Your child is invited to participate in a research study. The study 
is conducted under the direction of Susan Schmool, Graduate Student, CUNY Graduate 
Center. The purpose of this research study is to better understand risk factors associated 
with eating disorders and the Modern Orthodox Jewish girl in	  the	  context	  of	  family	  systems.  The results of this study may improve understanding of how eating disorders 
develop and may aid in the development of primary intervention programs for prevention 
of eating disorders. 	  
Procedures:  Approximately 80-100 high school age Orthodox Jewish girls are expected 
to participate in this study.  Each participant will be asked to fill out a background 
information form, a risk factor survey, a family rating scale, and two attitude rating 
scales. The time commitment of each participant is expected to be approximately 45 
minutes. Participants will be given a numbered packet containing the forms to be filled 
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out anonymously. Upon returning the surveys, participants will be debriefed and asked if 
they experienced any distress or were upset by filling out the surveys. A handout will be 
provided detailing community resources and further information regarding the subject 
matter if required.	  
Possible Discomforts and Risks: Your child’s participation in this study involves 
activities that are no different than activities an individual may encounter in everyday 
life. However, participants may experience distress or feel upset when they complete a 
set of questionnaires that assesses their self-esteem, risks for eating disorders, and family 
assessments. 
Benefits Although there are no direct benefits to participating, this research may help us 
better understand how eating disorders develop. 
Voluntary Participation: Your child’s participation in this study is voluntary, and you 
may decide not to allow her to participate without prejudice, penalty, or loss of benefits 
to which you are otherwise entitled.  If you decide to withdraw your child from the study, 
please contact the principal investigator, Susan Schmool, to inform her of your decision.  
Confidentiality: The data obtained from your child will be collected via written 
document. All information gathered will be kept strictly confidential; it will be stored in a 
locked file cabinet to which only Susan Schmool will have access.  If you would like a 
copy of the study’s results, please provide Susan Schmool with your address (mail or 
email) and we will send you a copy once the study is finished.  
Contact Questions/Persons: If you have any questions about the research now or in the 
future, you should contact the Principal Investigator, Susan Schmool by phone at 718-
490-7999 or by email Sschmool@gc.cuny.edu. You may also contact Dr. Fish at 718-
997-5230 or by email Mfish@gc.cuny.edu, or the Office of Regulatory Compliance, 718-
997-5415, qcorc@qc.cuny.edu. 
Statement of Consent: 
“I have read the above description of this research and I understand it.  I have been 
informed of the risks and benefits involved, and all my questions have been answered to 
my satisfaction.  Furthermore, I have been assured that any future questions that I may 
have will also be answered by the principal investigator of the research study.  I voluntary 
agree to allow my child to participate in this study.  I will be given a copy of this 
statement.” 
_______________________________________________________________________ 
Printed Name   Signature of participant’s Legal Guardian Date Signed 
 
Printed Name of Child-Subject    Signature of Investigator   
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APPENDIX J 
Child Assent Form 
CITY UNIVERSITY OF NEW YORK 
Graduate Center 
PhD Program in Educational Psychology  
 
ASSENT TO PARTICPATE IN A RESEARCH PROJECT 
Project Title: Risk Factors of Eating Disorders and the Modern Orthodox Jewish Family 
Principal Investigator: Susan Schmool 
Faculty Advisor:  Dr. Marian Fish     
 
Child’s Name:     
You are invited to participate in Susan Schmool’s research study. The reason for this 
study is to better understand how eating disorders develop in Modern Orthodox Jewish 
girls in	  the	  context	  of	  family	  systems.    
What will happen to me in this study?  
During this study you will be asked to fill out five surveys anonymously. This should 
take about 45 minutes. 
 
Will I get hurt? Every study has some risks.  You may experience stress and/or anxiety 
during this study. To minimize these risks please let me know if you feel stressed or 
anxious.  If you do not want to participate in the study at any time that is okay, just let me 
know. If you are bothered or upset as a result of this study you should tell your 
mother/father or me right away.  
Will anything good happen to me? There are no direct benefits.  However, participating 
in the study may increase general knowledge of eating disorders and how they develop.  
What if I do not want to do this?  
You don’t have to be in this study. No one will be mad at you if you don’t want to do 
this. If you don’t want to be in this study, just tell us. If you want to be in this study, just 
tell us. Remember, it is ok to say yes now and change your mind later. Nothing will 
happen to you if you decide to stop.  
 
Will anyone know I was involved? Your name and the fact that you are in this study 
will be kept confidential.  
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Who can I talk to about this study? You can ask questions any time. You can ask now. 
You can ask later. You can talk to me or someone else, like ___________________.  
Do you have any questions? 
Do you want to participate in this study?  Yes  No 
 
Statement of Consent: 
 
“I have read the above description of this research and I understand it.  I have been 
informed of the risks and benefits involved, and all my questions have been answered to 
my satisfaction.  Furthermore, I have been assured that any future questions that I may 
have will also be answered by the principal investigator of the research study.  I voluntary 
agree to participate in this study.  
By signing this form I have not waived any of my legal rights to which I would otherwise 
be entitled. 
I will be given a copy of this statement.” 
 ______________	   	  	  ____________________________________	   	   	  	  	  	  	  	  	  	  	  	  	  __________________	  Printed	  Name	  	  	  Signature	  of	  Participant	   	   	   	   Date	  Signed	  	   	   	  	  	   	   	   	   	  	  ______________	   	  	  	  	  	  	  	  	  ____________________________________	   	   __________________	  Printed	  Name	  	  	  	  Signature	  of	  Person	  Explaining	  Assent	  Form	  	  	  	  	  	  	  	  Date	  Signed	  	   	  	  	   	   	   	   	  	  ______________	   	  	  	  	  	  	  	  ____________________________________	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  __________________	  Printed	  Name	  	  	  	  	  	  	  	  Signature	  of	  Investigator	   	   	   	  Date	  Signed	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APPENDIX K 
Debriefing Letter 
CITY UNIVERSITY OF NEW YORK 
Graduate Center 
PhD Program in Educational Psychology  
 
DEBRIEFING INFORMATION REGARDING THE RESEARCH PROJECT 
Project Title:  Risk Factors of Eating Disorders and the Modern Orthodox Jewish 
Family 
Principal Investigator: Susan Schmool 
      Graduate Student CUNY Graduate Center 
       365 5th Avenue 
       New York, NY 10016 
                  718-490-7999 
Faculty Advisor: Dr. Marian Fish 
        Professor CUNY Graduate Center 
            365 5th Avenue, Room 3204.06 
      New York, NY 10016 
                              718-997-5230 
Introduction/Purpose: You are invited to participate in a research study. The study is 
conducted under the direction of Susan Schmool, Graduate Student, CUNY Graduate 
Center. The purpose of this research study is to better understand risk factors associated 
with eating disorders and the Modern Orthodox Jewish girl in	  the	  context	  of	  family	  systems.  The results of this study may improve understanding of how eating disorders 
develop and may aid in the development of primary intervention programs for prevention 
of eating disorders.  
IF YOU HAVE FELT DISTRESSED OR UPSET BY FILLING OUT THE 
SURVEYS AND WOULD LIKE MORE INFORMATION REGARDING THE 
SUBJECT MATTER THE FOLLOWING ARE A LIST OF HELPFUL ARTICLES 
PROVIDING MORE INFORMATION REGARDING THE RESEARCH TOPICS: 
EATING DISORDER INFORMATION: 
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1. Kerig, P. K. & Wenar, C. (2006). Developmental Psychopathology From Infancy 
Through Adolescence (5th ed., pp. 359-381). New York. McGraw-Hill.   
2. Fairburn, C. G., Cooper, Z., Doll, H. A., & Welch, S. L. (1999). Risk factors for 
anorexia nervosa: three integrated case-control comparisons. Archives of General 
Psychiatry, 56, 468-476. 
 
FAMILY SYSTEMS INFORMATION: 
1. Killian, K. (1994). Fearing fat: A literature review of family systems understandings and 
treatments of Anorexia and Bulimia. Family Relations, 43, 311-318. 
2. Gorall, D. M. & Olson, D. H. (1995). Circumplex model of family systems: 
Integrating ethnic diversity and other social systems. In R. Mikesell, D. 
Lusterman, & S. McDaniel (Eds.), Integrating Family Therapy: Handbook of 
Family Psychology and Systems Theory.  (p. 217-233). Washington, DC: 
American Psychological Association.  
IF YOU FEEL YOU MAY REQUIRE FURTHER SERVICES AFTER FILLING 
OUT THE SURVEYS, THE FOLLOWING IS A LIST OF COMMUNITY 
RESOURCES THAT CAN HELP: 
1. Sephardic Bikur Holim Mental Health Resource 718-787-1300 or you can 
contact Laurie Cohen at lcohen@sbhonline.org all calls are confidential. 
2. Dr. Robin Gurr, PhD, 631-462-2467 
Contact Questions/Persons: If you have any questions about the research now or in the 
future, you should contact the Principal Investigator, Susan Schmool by phone at 718-
490-7999 or by email Sschmool@gc.cuny.edu. You may also contact Dr. Fish at 718-
997-5230 or by email Mfish@gc.cuny.edu, or the Office of Regulatory Compliance, 718-
997-5415, qcorc@qc.cuny.edu. 
Confidentiality: The data obtained from you will be collected via written document. All 
information gathered will be kept strictly confidential; it will be stored in a locked file 
cabinet to which only Susan Schmool will have access.  If you would like a copy of the 
study’s results, please provide Susan Schmool with your address (mail or email) and we 
will send you a copy once the study is finished.  
Thank you for spending the time helping us with our research. The research team 
greatly appreciates your participation in this study. 
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APPENDIX L 
Bivariate Correlations among the Study Variables with LogEAT-26 
 
Bivariate Correlations among the Study Variables 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 
1 Age -                 
2 Height .048 -                
3 Weight -.018 .470** -               
4 Religiosity  .022 -.199 .008 -              
5 RSE -.021 -.139 -.215* .362** -             
6 LogEat-26 .092 -.007 .101 -.066 -.371** -            
7 McKnightTot .043 .210* .341** -.157 -.549** .583** -           
8 ParConca -.066 .199 .287** .053 -.296** .242* .492** -          
9 Confidencea .010 -.141 -.201* .391** .687** -.304** -.394** -.215* -         
10 Cohesionb .022 -.099 -.001 .323** .267** -.076 -.299** -.106 .195 -        
11 Flexibilityb .000 -.063 .006 .134 .127 -.075 -.245* -.140 .051 .624** -       
12 Disengagementb .099 .123 .076 -.242* -.238* .056 .315** .020 -.106 -.531** -.427** -      
13 Enmeshmentb -.032 -.016 .032 .205* -.137 .179 .237* .109 -.061 .129 .107 .072 -     
14 Rigidb -.062 -.080 -.019 .197 .001 .083 .114 -.131 .051 .342** .391** -.125 .366** -    
15 Chaoticb .055 .018 -.012 -.203* -.234* .079 .240* .142 -.188 -.498** -.535** .452** .056 -.189 -   
16 Communicationb -.088 -.035 -.079 .149 .221* -.113 -.313** -.171 .137 .700** .685** -.499** .036 .264** -.562** -  
17 Satisfactionb -.036 -.214* -.097 .072 .233* -.086 -.333** -.161 .149 .594** .611** -.421** .037 .169 -.426** .709** - 
Note. N = 97. RSE = Rosenberg Self-Esteem Scale; ParConc = Parent Concern with Thinness; McKnightTot = McKnight Risk Factor Survey Total Score;  
aScores for ParConc and Confidence that contributed to McKnightTot score.	  
bSubscales that are included in the Family Adaptability and Cohesion Evaluation Scale IV.
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APPENDIX M 
Multiple Regression Analyses of Demographic Variables 
Table M1 
 Hierarchical Multiple Regression: R Statistics for Family History of EDs as Predictors of 
EDs in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.149 
.142 
.022 
.020 
.012 
.010 
1.08683 
32.165 
.022 
.020 
2.151 
1.959 
1 
1 
95 
95 
.146 
.165 
Note. N = 97.  
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
 
 
Table M2 
Coefficients of Family	   History	   of	   EDs	   Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
  FamHist 
Model 2 
   FamHist 
 
-.448 
 
12.641 
 
.305 
 
9.033 
 
-.149 
 
.142 
  
-1.467            .146 
 
1.400             .165 
Note. N = 97.  
Model 1 Outcome Variable: LogEAT-26  
Model 2 Outcome Variable: McKnight Total Score 
 
Table M3 
 Hierarchical Multiple Regression: R Statistics for Parents’ Marital Status as Predictors 
of EDs in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.058 
.021 
.003 
.000 
-.007 
-.010 
1.09725 
32.487 
.003 
.000 
.316 
.043 
1 
1 
95 
95 
.575 
.836 
Note. N = 97.  
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
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Table M4 
Coefficients of Parents’	   Marital	   Status	   Predicting EDs	   in	   Modern	   Orthodox	   Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
  Marital Status 
Model 2 
   Marital Status 
 
-.152 
 
-.1.657 
 
.270 
 
7.994 
 
-.058 
 
-.021 
  
-.562             .575 
 
-.207             .836 
Note. N = 97.  
Model 1 Outcome Variable: LogEAT-26  
Model 2 Outcome Variable: McKnight Total Score 
 
Table M5 
 Hierarchical Multiple Regression: R Statistics for Parents’ Level of Education as 
Predictors of EDs in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  
2b  
.175 
.145 
.031 
.021 
.010 
.000 
1.08786 
32.321 
.031 
.021 
1.484 
1.011 
2 
2 
94 
94 
.232 
.368 
Note. N = 97.  
aOutcome Variable: LogEAT-26  
bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Table M6 
Coefficients of Parents’	  Level	  of	  Education	  Predicting EDs	  in	  Modern	  Orthodox	  Jewish	  
Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
  DadEd 
  MomEd 
Model 2 
   DadEd 
   MomEd 
 
.026 
-.123 
 
-.748 
-2.832 
 
.078 
.072 
 
2.315 
2.131 
 
.034 
-.176 
 
-.033 
-.137 
  
.330               .742 
-1.720            .089 
 
-.323              .747 
-1.329            .187 
Note. N = 97.  
Model 1 Outcome Variable: LogEAT-26  
Model 2 Outcome Variable: McKnight Total Score. 
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APPENDIX N 
 Multiple Regression Analyses Conducted with EAT-26 
Table 1 
 Hierarchical Multiple Regression: R Statistics for Independent Variables as Predictors of 
EAT-26  in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a .522 .273 .169 11.585 .273 2.625 12 84 .005 
Note.	  N	  =	  97.	  Predictors	  for	  both	  Models:	  Religiosity	  Score	  from	  Demographic	  Survey,	  RSE = Rosenberg Self-
Esteem Scale; ParConc = Parent Concern with Thinness and Confidence Scores that contributed to 
McKnightTot score, Subscale Scores included in the FACES IV=Family Adaptability and Cohesion 
Evaluation Scale IV. 
aOutcome Variable: EAT-26  
 
Table 2 
Coefficients of Family Functioning Variables Predicting EAT-26 in Modern Orthodox 
Jewish Adolescent Females 
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
  ParConc 
  Religiosity 
  RSE 
  Confidence 
  FACES IV 
    Cohesion 
    Flexibility 
    Disengag 
    Enmesh 
    Rigid 
    Chaotic 
    Communicat 
    Satisfaction 
 
 3.088 
 -.298 
-.574 
 -1.438 
  
 .025 
-.055 
.115 
 .017 
 .134 
-.030 
-.032 
 -.007 
 
1.347 
.532 
.348 
2.175 
 
.067 
.077 
.105 
.116 
.093 
.093 
.077 
.064 
 
 .235 
 -.064 
-.229 
-.088 
 
 .057 
-.104 
.130 
.015 
.161 
-.040 
-.069 
.015 
  
2.293               .024 
-.560                .577 
-1.648              .103 
-.661                .510 
 
.375                 .709 
-.714                .477 
1.099                .275 
.145                 .885 
1.442                .153 
-.326                .745 
-.416                .678 
-.109                .913 
Note.	  N	  =	  97.	  Predictors:	  Religiosity	  Score	  from	  Demographic	  Survey,	  RSE = Rosenberg Self-Esteem Scale; 
ParConc = Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score, 
Subscale Scores included in the FACES IV=Family Adaptability and Cohesion Evaluation Scale IV. 
aOutcome Variable: EAT-26  
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Table 3 
 
 Hierarchical Multiple Regression: R Statistics for Dimensions of Family Functioning as 
Predictors of EAT-26  in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  .313 .098 .016 12.605 .098 1.196 8 88 .311 
Note. N = 97.  
aOutcome Variable: EAT-26   
 
Table 4 
 
Coefficients of Family	   Functioning	  Variables Predicting EAT-­‐26	   in	  Modern	   Orthodox	  
Jewish	  Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
   Cohesion 
   Flexibility 
   Disengag 
   Enmesh 
   Rigid 
   Chaotic 
   Communicat 
   Satisfaction 
 
-.012 
-.020 
.112 
 .092 
 .097 
 .022 
-.037 
-.034 
 
.070 
.083 
.111 
.122 
.100 
.100 
.083 
.069 
 
-.027 
-.038 
.126 
.084 
.116 
.028 
-.080 
-.074 
  
-.172               .864 
-.243               .808 
1.002               .319 
.755                 .452 
.972                 .333 
.217                 .829 
-.448                .656 
-.492                .624 
Note.	  N	  =	  97. Subscale Scores included in the FACES IV=Family Adaptability and Cohesion Evaluation 
Scale IV.	  aOutcome	  Variable:	  EAT-­‐26	   
 
Table 5 
 Hierarchical Multiple Regression: R Statistics for Enmeshment and Rigidity as 
Predictors of EAT-26 in Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  .126 .016 -.005 12.739 .016 .716 2 94 .470 
Note. N = 97. Enmeshment and Rigidity Subscale Scores included in the FACES IV=Family Adaptability and 
Cohesion Evaluation Scale IV. aOutcome Variable: EAT-26  
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Table 6 
Coefficients of Enmeshment	   and	   Rigidity	   Predicting EAT-­‐26	   in	   Modern	   Orthodox	  
Jewish	  Adolescent	  Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1 
   Enmesh 
   Rigid 
 
.125 
.022 
 
.120 
.091 
 
.114 
.026 
  
1.040             .301 
.237               .813 
Note. N = 97. Enmesh and Rigid Subscale Scores included in the FACES IV=Family Adaptability and Cohesion 
Evaluation Scale IV. aOutcome Variable: EAT-26  
 
Table 7 
 Hierarchical Multiple Regression: R Statistics for ParentConc as Predictor of EAT-26  in 
Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  .318 .101 .092 12.110 .101 10.704 1 95 .001 
Note. N = 97. ParConc = Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score. 
aOutcome Variable: EAT-26. 
 
Table 8 
Coefficients of ParConc	   Predicting EAT-­‐26	   in	   Modern	   Orthodox	   Jewish	   Adolescent	  
Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1a 
   ParConc  
 
4.189 
 
1.280 
 
.318 
  
3.272             .001 
Note. N = 97. ParConc = Parent Concern with Thinness and Confidence Scores that contributed to McKnightTot score. 
aOutcome Variable: LogEAT-26  bOutcome Variable: McKnight Risk Factor Survey Total Score  
 
Table 9 
 Hierarchical Multiple Regression: R Statistics for Self-Esteem as Predictor of EAT-26 in 
Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  .425 .181 .163 11.623 .181 10.373 2 94 .000 
Note. N = 97. Predictor Variables:RSE=Rosenberg Self-Esteem Scale and Confidence score derived from McKnight 
Risk Factor Survey. aOutcome Variable: EAT-26.  
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Table 10 
Coefficients of Self-­‐Esteem	  Predicting EAT-­‐26	   in	  Modern	  Orthodox	   Jewish	  Adolescent	  
Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1a 
   RSE 
   Confidence  
 
-.944 
-1.097 
 
.322 
2.099 
 
-.376 
        -.067 
  
-2.929            .004 
 -.523             .602  
Note. N = 97. . Predictor Variables:RSE=Rosenberg Self-Esteem Scale and Confidence score derived from McKnight 
Risk Factor Survey. aOutcome Variable: EAT-26  
 
Table 11 
       Hierarchical Multiple Regression: R Statistics for Religiosity as Predictor of EAT-26  in 
Modern Orthodox Jewish Adolescent Females 
Model  
 
 
R  
 
R2  
Adjusted 
R2  
 
SE  
R2 
Change  
F 
Change  
 
df1  
 
df2  
Sig. F 
Change  
1a  164 .27 .017 12.600 .027 2.640 1 95 .108 
Note. N = 97. Predictor: Religiosity Score from Demographic Survey.  
aOutcome Variable: EAT-26  
 
Table 12 
Coefficients of Religiosity	   Predicting EAT-­‐26	   in	   Modern	   Orthodox	   Jewish	   Adolescent	  
Females	  
 Unstandardized 
Coefficients 
 Standardized 
Coefficients 
  
      
Variable B SE β	    t Sig. 
Model 1a 
   Religiosity 
 
-.766 
 
.472 
 
-.164 
  
-1.625             .108 
Note. N = 97. Predictor: Religiosity Score from Demographic Survey.  
aOutcome Variable: EAT-26  
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